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ABSTRACT 

This second report to the Congress of the United 
States on Alcohol and Health concentrates on highlighting certain 
advances in knowledge gained about uses and misuses of alcohol in the 
last few years. It ^oes not attempt to address all aspects of 
knowledge, and deliberately bypasses those areas in which new 
information may be developing but has not yet reached a sufficiently 
reportable level. This report offers; (1) an authoritative guide to 
understanding what scientists and scholars are currently studying and 
reporting, (2) a picture of current realities, and (3) a basis for 
thinking about problems related to alcohol and their possible 
solution. This publication is not an authoritative guide for solving 
moral issues which belong in the realm of personal decision. Emphasis 
is given to the important and expanding role of the National 
Institute on Alcohol Abuse and Alcoholism, and its progress toward 
"programs for people." The legislative mandate for the states to 
produce a working, viable plan for the provision of alcoholism 
services has now been implemented in every state of the union, and 
this mandate is viewed as the most significant progress made in 
recent years to provide effective, guality treatment to every 
alcoholic person who needs it. (Author/PC) 
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There vas a tj c not trany years aao when alcohol abuse and alcoholittn 
were rot cot;sideief^ important problewe. hn a Nation, we turned our backs on 
what we now tert.ori.'.e as a serious problem. Both as a qoverninent official ana 
a cltiien, T an pleased to say that Americans are no longar ionoring the un- 
fortunate consoauencca that result fror the misuse of alcohol. 

TMt rpfcnd Special Pepcrt to »he U.S. Congress on Alcohol and Healths 
focMSSxnn on new knowledge developed in the past few years, marics anorner step 
forward In our undei* standi no of the use and misuse of alcohol. 1 am concerned 
b'. thr t»xtfrnBive use of alcohol by young people. I am reassured that the 
iraiority of Americans consume alcohol with no adverse effects. The Regort has 
implications throuf»hout our Department, touchina on many aspects of eaueation 

and welfare as well as health. ^ . « 

Ke have in the past several years inaugurated an educational program 
nininq at th* prevention of alcohol risuse and thus designed to reduce the 
inridencf of now cases of alcoholism. Activities described in thi«^»r^, 
such as encotragino insurance payments for the treatment of alcohollsn, proaisa 
new lines of help for those who already have this illness. We also plan to 
continue our study and research, and to keep before the public an awaranaaa of 

th.s probler.^^^ Pe por t, we recomend new approaches to alcohol and aleoholiam, 
^mphasirino ruttiriilarTy actions and programs Involving the partnership of 
private enterprise and citizen croups. VV need to seek out the causes of this 
illness that develops m a flzeakle minority ef alcohol consuaers, and to search 
out measures o* rr^ventinq It. We also need to develop rora affective tools 
. for preventing alcoholism and for constructively coping with this health ana 
social problem. 



Caspar K. VTeinberger 
Secretaty of Health, Education, and 
Welfare 
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FTFACr 

Alcohclisr f^rc alcrtol ahusr i« rre of our most serioup health prohlers. 
Although the use of dUxKclic beverages is harmless to rrost people and 
4pparertly teneficial for sore» alcoholisr is an illness that plaques sore 
? million ^iretican? <?:rectly, ^nd r^ny tiren that number vhcn one considers 
the effects on fniriliec and ethers. It is an illners, ar. this Report demon- 
strates » that can enqenclor other serious diseases*^ -such as cardiomyopathy # 
cancer # cirrhosie^-and ccn shorten the lifespan of its victiirs by many years, 
^rd yett it did not becoA>e a national health priority until a few years ago. 
The Kational Institute on /Icohol Abuse and Alcoholisn vra^ created in 1970 as 
a result of this avareness and leads Federal efforts in this area. It has 
since that tine iraiqurated nev pronrons ranqincr fror treatment in poverty and 
industrial scttirqr. . to btate forrula orants# to comiPunity aesistance# as veil 
as a nuitber o^ other services # research » and tralninc functions. These prooraos 
have stimulated a riain<^ tide of interest and concern for alcoholic people. 
But it is not enouoh, and we cannot rent corplacent v*hen there is so ruch more 
to be done. 

Itov does such an outstardinc and clearly fundamental need fit into an 
overall national health strategy? The solution is that the treatment of 
alcoholic people and the prevention of alcoholism ultimately must be assumed 
by the sane people who are treatirq every other kind of illness in our health 
care and huiran service systers. Physicianr* nurses # social workers # profession*- 
als of all kinds » and others ir.vclved in and committed to health care must all 
assuire their proper responsihility for alcoholic people in exactly the same way 
they would take care of a person with any other kind of illness. A major 
accompli shfrent in this direction t^as rchieved with the recent signing by the 
President of a comprehensive alcoholi??n and alcnhol abuse act. Public Law 93*^ 
262 #^ %.«hich prohibits hospitals receiving Federal funds from discriminating 
in any v»ay Jn the admission of ratients suffering from alcoholism. 

I am also encouraged by the nrowinq recognition both inside and outside 
the health care system of the importance of alcohol misuse and alcoholism. 
Pecently# two separate Presidential Commissions^ -The Hational Commission on 
Marihuana and Oruo Abufe and the President's Science Advisory Committee-^-issued 
reports on drug abuse and chemicals, respectively. The main common finding was 
that the problems of alcohol overshadov the importance of any other kind of 
drug. 

It is fittincj, then, that the nev, Alcohol and Health Peport should appear 
at this time. This Perort brings toe/ether under one cover a comprehensive 
review of the nev* directions that arc heinq taken to understand and tc deal with 
alcohol misuse and alccholism, and underscores our contention that the time has 
come to brinv the tv*eatment of alcoholism into the mainstream of our Nation's 
health care system. 



Charlen C. Edwards, M.D. 
Assistant fecretary for Health 



*Comrrehcrnive alcohol Ahusr and Alcoholism Prevention, Treatment and 
PehaLxlitatior Pet Amem^ments of 1974. 
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rir'Dixcs 

Alcchclisr anu alcohol abuse continue to occur at high incidence rates 
within the /uneriran society. 

The proportion of American youth who drink has teen increasing so that# 
currontlw J^t is almost universal. The highest scores on an index of possi- 
ble problem-drinking behaviors were recorded in the youngest age group for 
which data are available, the 18*20 year olds. 

. The public suffers from iruch ignorance concerning alcohol and from anbiva* 
lent feelings toward it. Worse yet, heavier drinkers know less about 
alcohol th&n do lighter drinkers or abstainers. In general # American atti- 
tudes about drinking are marked by confusion and dissent. 

• The economic cost associated with misuse of alcohol is estimated at 325 
billion a year. ^ 

The U.S. system of alcohol controls is a chaotic relic. It provides little 
support in mitigating alcohol problems and may inciuce a counterproductive 
ambivalence among the public. 

The excessive use of alcchcl^ especially when combined with tobacco# has 
been implicated in the development of certain cancers. Kon-*white men appear 
to be especially susceptible. 

Heavy drinking during pregnancy can adversely affect the offspring of alco- 
holic mothers* The significance of heredity in alcoholism is as yet un- 
resolved. 

The development of a new animal model of liver cirrhosis gives promise of 
resolving the problem of cause in one of the severest damages suffered by 
alcoholic people, and may contribute to more effective treatment, and pre* 
vent ion. 

• Moderate consumption of alcohol is generally not harmful. In sosie cases # 
such as among the elderly, it may have beneficial physical # social or 
psychological effects. 

• The ncn**excessive use of alcohol does not appear to adversely affect the 
over-all rortality rate or the mortality from a specific major cause of 
death, coronary heart disease. In fact, the mortality of drinkers is lower 
than that of abstainers and ex-drinkers. 

How alcohol intoxicates and how alcohol addiction develops are outstanding 
fundamental questions thc^t require intensive research in several disci* 
plines. 

Alcoholism is a treatable illness, but different treatments are required by 
different individuals. Increasingly, individual treatment needs can be 
determined on thn basis cf valid studies or clinical experience. 



,,,, mn^^^ 

Early identification and treatment are seriously constrained by the fact 
that the United States lacks a national consensus on what constitutes re* 
sponsible use Ok alcohol, rurthemore* the current lack of parameters with 
regard to comparatively safe versus unsafe drinking patterns provides en 
inadequate and ineffective clinical base for the diagnosis of aleoholiso. 

Although the accessibility and quality of alcoholism treatment services are 
improving, there remains a serious deficit of such services, and only a 
small portion of alcoholic people are receiving the services required. 
Moreover, the bulk of treatment services which are availabU, are designed 
to respond to late-stage alcoholism and do not meet the needs of people 
whose alcoholism is identified at earlier stages of the illness. 

Major strides can be made in providing adequate treatment for alcohol iem 
with proper and efficient utilisation of resources and personnel. This re> 
quires continuation and eitpansion of the roles played by the private and 
voluntary sectors of society. 

Treatment programs supported by business and industry can be especially 
effective in earlier identification of employees with alcohol problems, and 
such programs report the highest rates of recovery. 

Third-party coverage for aleoholistr treatment costs is essential, and feasi 
ble, to provide adequate servicem- for all who require such treatment. 
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On May 14 # 1974 » the President signed Public Lew 9 3-262 # continuing and giving 
renewed emphasis to the Nation's settled comaitiiKent to deal with alcohol abuse 
and alcoholism as initially expressed by the Coirprehensive Alcohol Abuse and 
Alcoholism Prevention, Treatment^ and Rehabilitation Act of 19?0. The new 
amendments baild on the experience since 197C and sharpen that comprehensive 
commitMnt: 

''It is the policy of the United States and the purpose of this 
Act to (1) approach alcohol abuse and alcoholism from a cosqpre-* 
hensive community care standpoint, and (2) meet the problems of 
alcohol abuse and alcoholism not only through Federal aasistanoe 
to the States but also through direct Federal assistance to 
coffmuni.t:y*based programs meetincj the urgent needs of special 
populations and developing methods for diverting problem drinkers 
from criminal justice systems into prevention and treatment pro-^ 
grams 

Based on this leoislative mandate and the findings of this Report , the 
Secretary of Health, Education, and Welfare recrmmends— 

• THAT THE GROWING STORE OF KNOWLEDGE ABOUT ALCOHOL AND ALCOHOLISM 



The need to systematize and process the growing world*wide experi- 
ence, study, and research so that it will be available to scholars # 
researchers, legislators, educators, administrators, professionals # 
and all citizens is critical. The further development of the 
National Clearinghouse for Alcohol Information, in collaboration 
with appropriate academic and other sources, should therefore be 
pursued energetically. 

. THAT EDUCATIONAL RESOURCES FOR PROFESSIONALS AND SCHOOLS BE 

EXPANDED AND DEVELOPED. 

The rehabilitation of problem drinkers and alcoholic people requirea 
the help of a wide variety of professional and allied personnel with 
special skills and understanding. Resources for the training and 
accreditation of such specialized personnel should be identified in 
model form, and States or regional consortiums should be encouraged 
to adopt these approaches as appropriate to their own needs. 

The long-^range prevention of alcohol misuse depends in part on the 
transfer of both knowledge about alcohol, and the understanding of 
its use and nonuse, to the younger generation. Schools throughout 
the Nation have an important role in this process. Suitable modules 
of alcohol education should be developed by the ^Ational Center for 
Alcohol Education and Regional Centers. State and local school 
systems can adapt these modules for their curriculums. 



BE MADE MORE READILY AVAILABLE FOR USE BV SPECIALISTS AND THE 



PUBLIC. 
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BEST COPY AVAn.ABl,E 



. THAT EFFORTS TO DECRIMINALIZE AND INSTEAD PROVIDE COMMUNITY CARE 

FOR ALCOHOLISM AND PUBLIC INTOXICATION BE REDOUBLED* 

Th« Uniform Alcoholism and Intoxication Treatment Act racommendad 
to the States by the National Conference of Commissioners on 
Uniform State Laws and by the Secretary of Health, Education, and 
Welfare, provides a model for States to decriminalise and establish 
the legal framework within which to approach alcoholism and public 
intoxication from a community care standpoint. This action has been 
recoiranended by the cc rts. Presidential CosiAissions, and profession^ 
al organizations. A special grant in Public Law 93-282 to States 
that adopt this legal framework and approach is a fundamental 
recognition by Congress and the Administration of its importance. 

. THAT THE NEW LAWS PROTECTING THE PRIVACY AND CONFIDENTIALITY OF ALL 

CITIZENS WITH DRINKING PROBLEMS BE STRICTLY AND IMMEDIATELY ENFORCED. 

Public Law 93-282 amends section 333 of the Alcoholism Act to pro- 
vide the first comprehensive approach to the issue of confidential- 
ity and privacy for people with drinking problems. 

. THAT EFFORTS BE SPEEDEu UP TO ASSURE QUALITY CARE FOR AND TO REDUCE 
THE CARNAGE AMONG SPANISH SPEAKING AMERICANS, INDIANS AND OTH0R 
NATIVE AMERICANS, YOUNG BLACK MEN, AND HIGHWAY TRAVELERS. 

. THAT THE VALUES OF EARLY IDENTIFICATION AND TREATMENT PROGRAMS IN 

BUSINESS AND INDUSTRY BE GEMMALLY RECOGNIZED THROUGHOUT THE COUNTRY. 

The magnitude of the cost to the Nation* s economy stemming from 
problem drinking and alcoholism is staggering. It is is^erative 
to encourage the wider establishment, in Government as well as in 
the private sector, of the types of program that, with the coopera- 
tion of labor and management,, have successfully restored substantial 
majorities of affected personnel to health and normal function. The 
economic benefits of effective early identification and treatment 
programs demonstrably outweigh the cost, and the human benefits are 
beyond valuation. 

. THAT QUALITY AND COMPREHENSIVE CARE BE EXTENDED TO ALCOHOLIC PEOPL£ 

THROUGH COVERAGE UNDER HEALTH AND DISABILITY BENEFITS AND TKC 

ESTABLISHMENT OF STANDARDS FOR CARE. 

Total coverage for the treatment of alcoholism through traditional 
and other third-party payment plans should continue to be studied. 
The application of such coverage in both general and special thera^ 
peutic settings should be explored, with particular consideration 
to the continuum of health and human-service needs of alcoholic 
people in the process of recovery and rehabilitation. Standards and 
certification for such care are crucial to insurance coverage and 
to the quality of care that can be obtained by alcoholic people. 
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THAT NEW W4D HEVlStD POLICIES AM> GUIDELINES GOVERHING THE DISTRI-- 

BUTION AND SALE OF ALCOHOLIC PKVERAGES BE DEVELOPED* 

Current laws ancj royulations nved to be reevaluated to determine 
whether they are fulfilling their intended purposes ♦ To the extant 
that they c^re not, a set of model codes of alcohol-beverage control 
should be formulated, which States anO communities may adopt with 
modi f icdtK^ns to suit their own needs* 

vhat it bt: ricognized that tue multiplicity anp extent op alcohol- 

rela7kd phodlems cannot he the exclusive responsibility of the 

fel'L^^a:, gdvff'NMENt. accordingly we should find ways-- 

To strenythen the involvement ami the xole of private enterprise 
in redu<^xng the problems of alcohol abuse and alcoholism; 

Tc enhance the role of voluntary agencies, and support by State 
and local governments, in activities related to the care of the 
afflicted, and in contributing to preventive efforts* 

THAT EFF0«9TS DE MADE TO INTENSIFY THE STUDY OF THE RELATION OF 



ALCOHOL USE T0-- 



Cancer 

Heart disease 

Liver disorders 

Pregnancy and fetal health 

Aging 

Longevity and mortality 

Drain function and the addictive process* 
THAT A UEU NATIONAL CONSENSUS CONCERNING WHAT CONSTITUTES RESPONSIBLE 
USE AND NON-USE OF ALCOHOLIC BEVERAGES BE FORMULATED AND ARTICULATED. 

Current concepts and mores corcerninq the use and non-uae of alco- 
holic beverages are confused, inconaiatent , and sometimes deatruc- 
tive* Knowledge about the use and misuse of alcohol needs to be 
shared more widely and continually so that citizens and especially 
our young people are oiven the opportunity to base their deciaiona 
to drink or not to drink on the best information chat ia available* 
In adc'ition, new and alternative recreational and social settings 
may be considered in which drinking will be a coincidental function 
rather than the main reason for people frequenting them* 



INTRODUCTION 



irst Special Report to the Conoreaa of the United States on Alcohol 
"Sescribea broaoly certain exist in 9 areas of knowledge about alcohol. 



The Fii 
and liealtn" 

Its Historical and contemporary uses and misuses, drinkinq and problem dtinkinq, 
theories of the causes of alcoholism and its treatment. Effects of alcohol on 
on the nervous system and the legal status of intoxication and alcoholism were 
reviewed in detail. 

This Secon<^ Special Report concentrates on highlighting certain advances 
in knowledge gained in the last few years. It does not attempt to address all 
asxMcts of knowledge, and deliberately bypasses those areas in which new infor- 
mation roav >e developing but has not yet r<3ached a sufficiently reportable 
level. Where the new knowledge that is reported rests on prior foundations, 
reference is made to the older sources; and, where pertinent, reference is made 
to the First Report . This Second Report , thus, does not supersede its predeces- 
sor nor renaers obsolete^ Sather, it should be used in conjunction with the 
First Report and ak a freah aupplement to it. 

'The very fact that this Report highlights new scientific findings warrants 
a word of caution. Scientific advances are made in discrete steps « each of 
which must be duplicated and repeated many times before we are certain that it 
ia valid, and how it should be interpreted, and when it may be used. As we 
respect the rights of people to make their own interpretations and decisions, 
and to accept their own risks based on the best available kncwledge, it is an 
ethical imperative to interject here a word of caution about the limitations 
of applying broad findings based on statistical populations to specific decision* 
making by individuals. A scientific truth concerning a population, represented 
by a statistical average, may be inapplicable or even invalid for many indi- 
viduals within that population. One striking exanqale is the finding that the 
life span of ex-drinkers and abstainers is shorter than that of drinkers. It 
would be a grots error to interpret this at an indication that the ex-drinker 
should resump drinking — indeed, a possibly *atal error. That ex-drinker may 
be someone who has an illness that has made alcohol intake dangerous— especially 
if that illness is alcoholism. Similarly, it would be an error for any indi- 
vidual to assume, since the findings indicate that moderate drinking is bene- 
ficial to some people, that this benefit can out%migh the ethical and health 
values which abstinence represents for them as a way of life. In sun. this 
Report is an authoritative guide to understanding what scientists and scholars 
ireTtudying and reporting at this time, a picture of current realities, a 
basis for thinking about problems related to alcohol and their possible 
solution. It is not an authoritative guide for solving moral issues which 
belong in the realm of personal decision. 

This Second Report reflects the knowledge gained for the battle against 
the misuse of alcoh3! since the inception of the national Institute on Alcohol 
Abuse and Alcoholism (NIAAA) . Three years is minuscule in the long history of 
man's relation with alcohol, but these were years of notable progress. The 
energies and resooroes of a Nation were finally mobilized in concert among the 
Federal, State, local, private, and volunteer sectors. This is most outstand- 
ingly reflected in the passac^e of Public Law 93-282, The Comprehensive Alcohol 
Abuse and Alcoholism Prevention, Treatment, and Rehabilitation Act Amendments 
of 1974, which was signed into being by President Nixon on May 14. 
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In all of Its work over the past three years, the National Institute on 
Alcohol Abuse and Alcoholism has been fortunate in havinq an extreiMly dedi* 
cated National Advisory Council which has unstinting ly qiven of its time in 
providing the Institute's Director and his staff with valuable counsel and 
guidance as NIAAA has evolved and implemented its programs. In this Nation's 
progress toward overcoming many cf our problems stemming from the misuse of 
alcohol, the work of numerous voluntary organizations has been of paramount 
importance. These organizations range from those such as the National council 
on Alcoholism, Alcoholics Ai.onymous, and the Alcohol and Drug Problems Associ-* 
ation of North America, which have since the very inosption been in the fore-* 
front of the battle, to those which have more recently, but nevertheless no 
less energetically, become involved. 

Vlhat we have learned can, perhaps, be seen not only in a recitation of 
newly discovered facts but also in terms of what has been accomplished and how 
understanding has developed. 

Progress Toward Programs for People 

As we have stated in From Program to Person t Working Papers of the National 
Institute on Alcohol Abuse and Alcoholism, ''The highest priority of tne insti^ 
tute, from the beginning, has been to make effective, quality treatment avail* 
able to every alcoholic person who needs it. • 

We believe that significant progress has been made toward this goal. The 
legislative mandate for the States to produce a working, viable plan for the 
provision of alcoholism services has now been implemented in every State of the 
Union. The individual States have benefited from the service, research and 
demonstration programs that have been mounted with NIAAA underwriting and assis* 
canoe, and have now begun to take over these efforts on their own* The Instil 
wute has ensured that consultants and program resources are available in every 
State, as well as at the National level, capable of providing technical exper* 
tise in the developing of a wide diversity of services, encompassing coanunlty 
and local interests, industrial and occupational settings, poverty and minority 
programs. 

At the community level the NIAAA has directly supported the deve lament of 
almost 500 currently operating alcoholism treatment programs. Their work is 
being systematically monitored so that the long«* range effectiveness of various 
treatment modalities can be reliably evaluated. Through its Formula Grant 
Program to State Goverr.ments , the NIAAA indirectly supports many hundreds of 
other alcoholism treatment and prevention projects. 

Recently the NIAAA has also launched a series of special-population 
programs in addition to those already functioning for American Indians and 
Alaskan natives. They include projects to bring aid and rehabilitation to 
alcoholic people in certain hitherto neglected segments of our society: Blacks, 
Spanish-speaking Americans, migrant farm workers, women, and persons caught up 
in the criminal** justice system. 

Early identification of alcohol problems is increasingly recognized as 
vitally important. The earlier an individual's difficulties with alcohol are 
discovered^ the more anguish is spared, the better the prognosis, and the lees 
expensive the treatment. An entire chapter of this Report is devoted to occu* 
paticnal alcoholism proqramb, seen as a major mechanism for achieving earlier 
idcntif ication* Drinking-dri ver programs, such as the Alcohol Safety Action 
Pro3ects initiated by the Department of Transportation within the past three 
years in concert with alcoholism treatment programs, appear to offer another 
promising approach. 
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We speak easily of the problems of alcoholism and treatment techniques 
in response to theV. But much information is lacking that is needed to develop 
sound prograiiu on a national scale. For example, an estimate of the economic 
costs associated with alcohol misuse is inportant for perspective in assigning 
national priorities. The first thorough estimate, based on all currently 
available information, is only just now available. The cost for the saoi^le 
year of 1971 exceeds $25 billion. Other kinds of information are worth par- 
ticular SKntion. 

(1) Data are now available in increasing quantity describing the 
operations of treatment programs. It is becoming possible to relate 
changes in client status to such factors as staffing patterns, treatment 
delivery system, unit costs, etc. 

(2) A series of consistent, periodic surveys are beinq conducted to 
examine the attitudes, opinions, and knowledge of the general public. 
This is essential to the implementation of workable cotwnunity programs. 
The flow of inlormation has not, however, been unidirectional. The NIAAA, 

other Government agencies, and the private sector have all been using the mass 
issdia to present the case against alcohol misuse. Alcoholism is increasingly 
newsworthy; items of significance to alcoholism are seen more and more in the 
news. A new resource for pxiblic and scientific information has been estab* 
lishad, the National Clearinghouse for Alcohol Information. And there are many 
other activities aimed at increasing public information. All this seems to be 
taking effect. Thus, surveys indicate an increasinq general awareness; the 
Maticxial Cleari.ighouse is receiving a tremendous and increasing number of 
requests for information. 

This Report , while focusing on many of the more positive aspects of our 
progress toward combating the misuse of alcohol, also highlights a number of 
the areas where we nust redouble our efforts. One such aroa of considerable 
alarm is the misuse of alcohol by many of this nation's youth. If we are ei^r 
to be truly successful in our efforts, we need to brinq about consic'erable 
changes in the attitudes and behavior of our younger citizens with reaard to 
the use of alcohol. 

The Private Sector — A ?4ew Rolo 

Ue are lookino to the Nation's private sector to play a more meaningful 
leadership and advocate role in our endeavors, t:o dononstrate its social concern, 
and join in partnership with the alcoholism movement. 

We ate looking to the nation's health insurers to nake third-party pay 
ments become as nuch a part of alcoholism treatment as they are of other health 
care. We are developing the necessary standards for the accreditation of para- 
professional personnel and facilities. We will give tlie health insurance in* 
dustry the necessary tools; but the industry must supply the necessary willing* 
ness and commitment. 

We are lookinq to the private enterprise system to actively enter the 
alcoholism treatfwrt field. Through improvements in health coveraoe, and 
through demonstrating feasibility, we are convinced that high quality alcoholism 
treatment can be expanded sioni f icantly through the Nation's effective system 
of free enterprise. 

We are lookino to private industry to join our ranks and further its o»m 
self-interest at the sane time, by comritting itself to developinq occupational 
alcoholism pronrajns. We are asking it to stop killing its alcoholic employees 
with kindness bv ignorinq or covering up alcoholism problems. We are asking 
for the opportunity to show that every dollar invested in such a program will 
yield multiple-dollar savings in return. And we are asking for the chance to 
demonstrate that the motive for profit need not conflict with compassionate 
concern. 
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Wo ar** a^kirnj i lie i u|uoi indiiSLiy to demonsttate more aqqjce«tsive leader* 
ship aiid initiative tfif* Ai»^ohoUain area. it should be a full and willing 
partner, it 10 the 1 issuer industry that i*an puah foi and even demand meaningful 
chanqaa in convrtm bualiMsa aud social practices that add to alcchol-rslat#d 
probieiM. 

The Tahanceimmt of Health 

The word ••pioventxon" is commonly uwed in speakinq about alcoholism* U*hat 
we mean by prevention is helping people to avoid the harmful effects of be- 
havior related to taKinq alcohol. Althouqh we should continue to talk about 
prevention, since the word is in conmon usaqe, we should also recoqnize that 
this la in some ^ense an unfortunate term. For many people ••prevention" 
connotes a series of neqati^s about behavior: avoidance, stopping, cutting 
off. We believe ^ more positive concept of prevention needs to be promulgated 
throughout this tlation. This positive concept of prevention should focus on 
describing and promotxno those attitudes and behaviors which best serve to cur- 
tall the destructive usp of alcohol in our society. This Report clarifies in 
some degree the role of alcohol misuse and alcoholism in certain malignant 
diseases, such as cancer and cirrhosis, as well as their contribution to mor- 
tality » But It also presents recent evidence in several areas indicating that 
there are no adverse and there may be some beneficial effects of alcohol intake: 
the mortality and heart disease data suggest this; and alcohol consumption was 
related to feelings of health and well-being among non-institutionalized elderly 
persona, and to physical and psychological in^rovement among institutionalized 
elderly people. 

The use of the woid ••prevention'* also xnplies to some people that we know 
Oie etiology or cause of problems, or of an illness. in the case of alcoholism^ 
the best current kf.owledae suggests that there is no unitary cause* Tliat is, 
the principle that one cause leads to one effect does not apply here. SxMlarly, 
there is no single constellation of symptoms defining alcohclism. Therefore, 
there are multiple problems to ""prevent.** 

Despite this diversity, we have argued for a lonq-*term uriitary goal: a 
society which embodies the concept of integrated drinking tot those who choose 
to drinks According to the best contemporary knowledge, integrated drinking 
exists in a society that has ( 1) evolved a substantial agreement in its member- 
ship ehout the values, norms, and practices that regulate the use of alcohol, 
and (2) subordinated drinking to other activities, such as family, religious 
and recreational pursuits, rather than using alcohol as the prime organizing 
attraction of a social activity* Such a society shws comparatively few 
problems with alcohol. This is, currently, not the case in the United States* 
As a result of our complex National history, a plethora of attitudes and 
practices surround and confound alcohol use. They arose from ethnic and relig- 
ious disparities with relatrd differences in mores, customs, beliefs, valties, 
and sanctions about thinking. 

Nevertheless, change is feasible. Drunkenness was a problem among the 
ancient Hebrews. Yet temperate drinkinq became the established norm among Jews 
when their national culture was reformed around 525-350 B.C. and remains so 
today. In this century, both France and Denmark, to select two examples, 
showed marked and rapid change in drinking patterns. Early data from the 
Alaskan natives alcoholism programs indicate that mete provision of leisure 
time alternatives to drinking, e.g., community centers, markedly and quickly 
reduces the in<.idencrr of alcohol problems. 

The National ^ latitute on Alcohol At^uso and Alcoholism in beginning the 
task of creatiTiq a liow national drinking environment based on facts and a 
feeling of responsibility with regard to alcoholic beverages. In pursuit of 
the creation of thi< now environment, the following guidelines are proposed: 
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Th« qenerai public should understand the facts about alcohol and its 
effects on the human body. More people should realise that, among 
other things, alcohol is an anesthetic druq capable of causinq 
euphoria, sedation, unconsciousness, and death, as well as adverse 
social effects. 

— The proper ute of alcohol can be socially, psychologically, and 
physically beneficial. 

The decision to drink or not to drink should be a personal, private 
decision. However, anyone choosing to drink has a responsibility not 
to destroy himself or impair his relation with society. 

— Those who drink should respect the decision of the proportion of the 
population in this country who choose not to drink. 

People who serve alcoholic beveraoes should recognise their responsi- 
bility. Bartenders who refuse to sell drinks to an inebriated 
customsr, and hosts who do not push unwanted or ^loaded* drinks on 
guests, are acting responsibly and contributino to a healthy drinking 
envi ronment . 

— Those who drink should not get intoxicated. 

— More people must com to understand that adults are significantly re- 
sponsible for the drinking habits of youth, because the examples set 
by adults have a great influence on the subsequent drinking attitudes 
and practices of young people. 

— The general public must begin to realize that the line between alcohol 
misuse and alcoholism is mostly a matter of degree and consequence; and, 
therefore, there is a direct link between irresponsible attitudes toward 
drinking and the problem of alcoholism. 

More must be done than work for eventual cultural change. There are nw, 
and always will be specific subpopulations for whom the risks or possible mani- 
festations of alcoholism require focused prevention proqrams. Children of 
alcoholic parents provide one exaiqple. There is evidence to suggest a familial 
factor in alcoholism. Therefore, special efforts should be made on their behalf. 

A final exaaple of need for immediate action, this time aimed at the total 
population, is represented by alcohol control agencies and policies. Unlike 
most other developed countries, ours does not have a National policy on the 
manufacture and sale of alcoholic beverages. With the exception of Federal 
statutes on exports and imports, licensing of manufacturers, interstate com* 
merce, and taxation, each State has ""full and conplete authority over the manu- 
facture, distribution, and sale of alcoholic beverages within its borders.* 

Conseguently, alcoholic beverage control in the U.S.A. is a hodge-podge. 
The structures and functions of the control agencies vary from State to State. 
Soim are comprised only of a single elected official while others consist of 
a board appointed by the governor. Some agencies have their own enforcement 
staffs while others must rely upon State and local police for enforcement. Even 
legal definitions of what constitutes an alcoholic beverage vary among the 
States. For example, 3.2 percent beer by weight in some States is regulated 
but is not considered an intoxicating beverage, while in one State the term 
alcoholic beverage refers to those containing more than 14 percent ethyl alco- 
hol by volume, and in another, beer containing less than S percent alcohol by 
weight and wine containing 21 percent or less alcohol by volume are considered 
neither alcoholic nor intoxicating. 

Although specific regulations vary from State to State, alcoholic beverage 
control agencies generally employ similar methods. Specific types. of control in- 
clude hours of 3ale, age of purchasers, separation of licenses (on-premise and 
off-premise) , and limitations on advert isinq. Although these controls were 
conceived and implemented primarily to stabilize and regulate the beverage alco- 
hol industry, their potential applicability to prevention is evident. 

Currently, there exists a mutual lack of understanding among the alcohol 
control agencies and agencies involved in preventing alcohol-related problems 
as to the role the other can play in their operations. Pew of tho alcohol 
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control agencies coordinate tneir activities with those of other agencies, even 
within their own State ^ involved in combating alcohol* related problems. 
Conversely^ social or Govemnent agencies associated with alcohol problems have 
shown little interest in including alcohol control board personnel in planning 
conferences or programs which aim to reduce problem drinking* The reason for 
this separation appears to be a notion prevalent on each aide that the other 
has little to contribute or is not interested in contributing to its functions « 

The Nationctl Institute on Alcohol Abuse and Alcoholism is striving to 
break down the barriers bet%#een all Government and private agencies that pre^ 
vent cooperation for the achievement of a healthier society—a society with such 
healthier attitudes toward drinking as will result in personal responsibility 
and social integration of the use and nonuse of alcohol* 

Alcohol problems viewed from any perspective cause grievous pain: hurt to 
the afflicted person^ his family^ and society* The mission of the National 
Institute on Alcohol Abuse and Alcoholism from its creation by Public Law 91<-616 
in 1970 and its establishment on May 6^ 1971^ has been to provide that help^ to 
treat the people who are suffering^ and to prevent the tragedies arising from 
the effects of alcoholism, as an illness # alcoholism is devastating; the 
source of accidents and poor health; a contributor to the disruption of families; 
a well of human misery. Somtthing is being done about it* 



Morris C« Chafetz^ M*D* 
Chairman of the Task Force 
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Chapter I 

ALCOIiOL USE AND MISUSE BY ADULTS AND YOUTH 

There Is an absence of clear definitions of problem drinking and alco- 
holism^ but universal agreement that they represent a source ot grave concern 
for our society* The number of Americans whose lives alcohol has adversely 
afflicted depends on definitions these under active treatment for alcoholism 
by public or privat«d agencies are probably in the uppor hundreds of thousands* 
but there may be as many as 10 million people whose drinking has created some 
problem for themselves or their families or friends or employers^ or with the 
pel ice f within the past year* 

Alcohol Consumption in the United States 

It is necessary to know SMie basic facts about drinkers and the kinds and 
amounts of alcohol they consume to appreciate the impact of drinking on con^ 
temporary American society* It is useful also to compare the United States 
with other countries* For» as will be evident from a consideration of the 
facts presented here and in later chapters, "^enough alcohol consumed in any 
form will ensure trouble for any group or nation," (62)* Yet alcohol alone 
may not cause health or social problems, even in a universally drinking soci- 
ety, and the type of drink may not matter as much as the patterns and purposes 
of drinking* 

Historically, marked shifts in the amount and patterns of consumption have 
occurred over relatively short periods in some countries* Some of these shifts 
have been reactions to national crises, such as war, or have been effected by 
deliberate governmental policies* Such rapid changes, however, tend to be 
temporary* Enduring changes in drinking attitudes and behavior # for which no 
external cause may be obvious, can require generational time spans* Three 
such documented examples are the shift in ancient times from heavy drinking and 
drunkenness to moderate drinking and sobriety among the Hebrews (35); and in 
American history the shift from nearly universal drinking to widespread absti- 
nence by a substantial part of the population during the first half of the 19th 
century (26). 

The amounts of tax-^paid alcoholic beverages (distilled spirits, wines, and 
beers) apparently consumed in the United States in 1972 by the average drink* 
ing-age person are shown for each State, the District of Colusibia, and the 
entire country in Table 1* The consumption portrayed in this and all later 
tables and figures actually represents only the tax-paid quantities of alcohol 
that enter*«and not those that J.eave— consumer outlets* Temporary stocking up 
or inventory overloads may distort the apparent consumption in any one year* 

The anomalously high amounts attributed to the District of Columbia may 
be due to several factors* The District is not a State « where high and low 
purchase and consumption rates in urban and rural areas balance each other # 
but a metropolis where a high rate of sales is expected* It is also a tourist 
and convention center, which implies a high drinking rate* And its low prices 
attract a vast suburban and transient population to purchase their supplies 

there* ^ i. 

Another caution applies to comparisons among States* Some States attract 
thousands of vacationers, tourists, and convention-'goers from other areas 
where prices of spirits are as muQh as 3S to 40 percent higher* Exan^les are 
Nevada, which has the second highest consumption rate, and New Hampshire and 
Vermont, vacation states where prices of spirits are substantiallv lower than 
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in the neighboring States. Car-driving transients stock up while visiting such 
low-price States, thus artificially inflating the apparent consumption of those 
States, at the same time underestimating the true consumption in their own 
States. 

Somewhat more realistic indices of apparent consumption are shown in Fiq- 
urcs la and lb, in which apparent consumption is divided «imong the populat lonn 
of larger geographic units (Bureou of the Census regions) than States. Thos«* 
data show the consumption, per drinkinq*age person, cis the absolute alcohol 
contained in the various beverages (Plguro la) and the proportion of the total 
absolute alcohol contributed by each major class of beverage (Figure lb). 

Interesting and perhaps important differences between areas come to light 
in these figures. At one extreme, inhabitants of the South Central region con* 
sume the least alcohol while those in the Pacific and New England regions con* 
qtime the most. An interesting trend is that the Mountain region rate is not 
fir behind that of th^' Pacific and New England regions. The Mountain region 
MS traditionally had a relatively low consumption rate, but that rate haft been 
xncreasinq steadily and is now the third highest among the regions. 

As for different classes of beverages (Figure lb) , at one extreme the rp^i- 
Jents of the West South Central region drink mostly beer (55 percent of the 
alcohol in that form), while at the other extreme the New England and the South 
Atlantic regions favor distilled spirits (49 percent) in that form. Only the 
<^acific region obtains a substantial portion of its alcohol (20 percent) from 
wine. In the United States as a whole the largest proportion of alcohol con* 
sumed is in the form of beer (46 percent of the total) , followed by distilled 
spirits (42 percent) and wine (12 percent). 

International Comparisons 

Today's American drinking-*age population consumes not much more than half 
as much distilled spirits per capita as a century and a quarter ago. As abso* 
lute alcohol, distilled spirits accounted for almost 90 percent of the total 
consumed in 1850, but for less than half in recent years (23) • Although over- 
all per capita consumption today is about the same as in the mid*19th century, 
these proportions reflect the long-term shift from distilled spirits to less 
concentrated beer and wine. Most of this change was completed by the last 
years of the 19th century. It is likely, too, that a much larger portion of 
the spirits was consumed undiluted in the past times than nowadays, when ice 

and mixers are available and popular. ^ ^ i^w 

The same long-term shift has also occurred in many other countries with a 
tradition of heavy spirits consumption, but in them the popularity of lighter 
beverages and particularly of beer has continued to increase in recent times. 
Comparing the consumption trends in the United States with those in other in- 
dustrialized countries in recent decades (Table 2 )# it is apparent that in 
some respects the United States is reflecting overall trends but in others it 

is not. ^ 

In the last few years, American wine consumption, though it still accounts 
for only a minor part of the overall consumpticm of absolute alcohol, has been 
increasing more rapidly than the consumption of other alcoholic beverages* 
Moreover, Americans now drink more table wine (containing about 13 percent al- 
cohol) than the stronger fortified wines (about 20 percent alcohol) which used 
to account for more than half of the U.S. wine consumption. This trend is also 
occurring in a number of other countries, particularly in those where wine has 
not been the traditionally most favored drink« In fact, 12 of the 16 European 
and British Commonwealth countries shown in Table 2 outranked the United States 
in the period from the late 19S0s to around 1970 in their percentage increase 
in wine consumption. The general consumption of alcoholic beverages increased 
enough in the same period in some of the other countries so that the United 
States is now outranked by 8 out of the 16 other countries in average annual 
percentage increase in overall consumption. 

On the other hand, the United States now outranks all but 1 of the 24 
other countries from %rhich reports are available in per capita consumption of 
distilled spirits, having surpassed even most of the reporting Eastern European 
Q -countries (23). Although proportional increases in spirits consumption have 
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TABLE 1 

APPARENT C0NSUMPTION.(a)BY STATES. OF EACH MAJOR BEVERAGE CLASS. 
AND OF ABSOLUTE ALCOHOL FROM EACH CLASS. IN U.S. GALLONS PER PERSON 
IN THE ORiNKING AGE P0PULATION.(b)u.S.A. 1972 
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Montana 


2.52 


1.06 


1.14 


0 16 


34.96 


1.57 


2.81 


Nabritlu 


242 


1.04 


1.10 


0.16 


28 81 


1.30 


250 


Navada 


a26 


355 


5.23 


0.76 


41.86 


1^ 


6 19 










0.39 


40.93 


1.84 


5.42 


MaM Jartav 


3 14 


1 35 


2.90 


0.42 


25.32 


1.14 


291 


Nav^Mamco 


2.36 


1.02 


2.42 


0.35 


32.08 


1 44 


2 81 


Naw York 


293 


1.36 


3.06 


0.44 


25.78 


I.l6 




North Carolina 


2.08 


0.89 


1.50 


0.22 


18 33 


087 


1.93 


North Dakota 


2.80 


1 20 


1.15 


0.17 


29.26 


1.3? 


269 


Ohio 


1.84 


0.79 


1.40 


0.20 


38.33 


1.72 


2.71 


OkiaDoma 


1 79 


a77 


1.05 


0.15 


1967 


0.88 


1.80 


Oraoon 


2.13 


0.92 


329 


0.48 


28.15 


1.27 


267 


Nnniyl van ta 


1.88 


0.81 


1.50 


0.22 


28 66 


1.29 


232 


f^hoda itiand 


2.77 


1.19 


297 


0.43 


30.62 


1.38 


300 


South Carolina 


2.9? 


1.27 


1 52 


0 22 


21.17 


0.95 


244 


South Dakota 


219 


094 


1.15 


0.17 


23.44 


1 05 


7.16 


Tannaaiaa 


1.50 


0.64 


0.79 


0.11 


22.09 


0.99 


1.74 


Tanat 


1.76 


0.76 


1.42 


0.21 


31.95 


1.44 


2 41 


Utah 


t.37 


0.59 


1.05 


0.15 


iai5 


0.82 


1.56 


Varmont 


4.41 


1.90 


3.15 


046 


34.78 


1.56 


392 


Virgin iji 


235 


1.01 


1.51 


0.22 


22 29 


1.00 


2.23 


Waihinaton 


2.36 


1.01 


3.03 


0.44 


28.05 


126 


7.71 


Waat Virginia 


1.74 


075 


0.69 


0 10 


20 00 


0.90 


1 75 


WifCOnim 


3.04 


1.31 


1 87 


027 


39 73 


1 79 


3.37 


Wyoming 


281 


1 21 


1.36 


0.20 


37 10 


1.44 


2 85 


Dtftrict of Columbia 


9.91 


426 


6 31 


0.91 


30.56 


1 37 


6.54 


U.S.A. 


260 


1 12 


2.16 


031 


76.67 


1 20 


263 



(a) For corvtparative purposes only. Amounts calculatod according to tax-paid withdravvals. 

(b) Ago 15^ 
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Figure la. APPARENT CONSUNVTIONU) OF ABSOLUTE ALCONOL. 
IN U.S. OALLONS PER PERSON IN THE ORINKING^GE 
POPULATION^) BY REGION. U.S.A. 1972 




NM«* 1 •«^>dHv tfitf tHw ttA«td«rd r4-^ o>'\ n« tfto U.& Cm%u% kill'* jii 

Pi It 4.ufv>P^rfV*we DurpDWk only Amt^unlt ut4t«(l 4CC<«iIiiiq in f 1% iifr<f wiffwlitf^t. 
0») AQt 



lnhabitd>^ts ot the 
Wen South Central 
reqion consum:? only 
35% of absolute 
alcohol fro -n spiras 
and 55% from beer, 
while South Atlantic 
States consume 49% 
from spint>ana 41% 
fiom btHH 

The Pacitic Region 
stands out by taking 
20% of Its alcoho) 
in the form ot wine. 



Figure lb. APPARENT CONSUMPTION^a) OF ABSOLUTE ALCOHOL 
FROM ALL ALCOHOLIC BEVERAGES, IN U.S. GALLONS 
PER PERSON. IN THE DRINKING AGE POPULATlON/b) AND 
PERCENT OF EACH MAJOR BEVERAGE CLASS, U.&A. 1972 



Pacific 



New England 



Mountain 



Middle 
Atlantic 
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Atlantic 
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Central 
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distiiled spirits ] 


wine I 


beer 


41% 1 


20% 1 


39% 



3.10 



49% 



12 



39% 



3.00 



41% 



11 



48% 



2P2 



42% 



14 



44% 



2.70 



49% 



10 



263 



41% 



10 



49% 



2.b8 



42% 



51% 



2.23 



36% 



10 



55°;. 



2.18 



12% 



52" 



1.81 



The regions are t> e standard regions of 
the U.S. Census Bureau. 

(a) For comparati ; purposes only. Amounts cdculated 
according to ta paid withdrawals. 

(b) Age 15-* 
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TABLE 2 

PERCENT OF INCREASE OR DECREASE IN ALCOHOL CONSUMPTION 
IN 17 COUNTRIES ^ROM LATE 1950s TO EARLY 197&s(s) 



Percentage increase ( * ) 
or decrease m consumption of. 



Country Dates of deta 



France 


195S- 


1968 


Italy 


1957- 


1969 


VV. Germany 


1967- 


1970 


Switzerland 


1950/55* 


1966/69 


Australia 


1955/56* 


1969 


eeigium 


1956* 


1967 


New Zealand 


1956* 


1967 


USA. 


1958- 


1971 


Denmark 


1956- 


1969 


Canada 


1956- 


1969 


United Kingdom 


1957. 


1970 


Sweden 


1957* 


1970 


Ireland 


1955 < 


1970 


Netherlands 


1966 


1969 


Finland 


1955 


> 1969 


Norway 


1957 


► 1970 


Iceland 


1952 


. 1971 



Spirits 


Wine 


Beer 


Total 


20% 


^18% 




- 9% 


80 


-8 


149 


1 


66 


86 


54 


61 


38 


11 


6' 


13 


25 


45 


8 


15 


42 


3681 


12* 


33 


-11 


158 


13 


13 


42 


45 


20 


32 


115 


49 


44 


54 


^27 


79 


101 


17 


35 


189 


9 


20 


- 5 


71 


93 


26 


65 


103 


29 


41 


31 


186 


137 


83 


-2 


37 


357 


50 


23 


64 


52 


4? 


31 


102 


21 


33 



^^'Somte of Data: Keller and Efron (36); Efron, Keller and Gurioli (23). Th« timt-period between 
obeervatiom in tfieae two reports raoged from 11 13 19yaars;chanQaeinallcountriMMrefecfciced 
to a teivyear rate by erittwnaticai imerpolatlon. Co jntHas are liflitd kn oriler of their total contump* 
tion at the latait report. 



'Includes cider. 
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been hi9her in several other countrioe in recent years, the UniMd States is 
soBttwhat exceptional in its overall high level of spirits ccnsufqption, com- 
pared to the qeneral 20th»eentury trend toward beer drinking (^^,^0 ) in incus- 
trialised countries with a history of heavy spirits consumption. 

Whether the alcohol strength or other properties of the jveraMc* bev«»rajes 
affect the damuqe that may be caused by a qiv(;n amount ot abf^olute alcohol is 
now under new study. Most governmontSf including those in the Uniti*d states, 
have long placed a highnr tax on r^pirits pm* unit of obsiiluti* alcohol than on 
lightrr beverages (!)# and this tax differential has oiu^n been expiicity in* 
tended to discourage the consumption of stronger beveragt'S, There is some 
evidence that cirrhosis (61) and other alcohol- related health probiems are more 
associated with drinking spirits and wine than beer, and considerable evidence 
supporting this hypothesis has recently been assMibled in a report commis- 
sioned by the Canadian Brewers Association iy) . On the other hand, there are 
indications tbat some forms of cancer may be associated with beer drinking, 
though the nature of the relationship is unexplained (29)« it appears likely 
that St least some of the differences are related more to the manner of use 
than to the alcohol content or chemical composition of the types of beverage. 
As for alcoholism itself, some investigators (21) have argued against any 
association with specific beverages, noting that the beverages chosen by 
alcoholic pereons tend to match those of the country in which they live. 

Another way iu which the United States differs from other industrialised 
countries is in the proportion of the adult population that reports not 
drinking at all, and in the apparent relative stability of this proportion. 
About one*- third of American adults t^avo not consumed any alcohol in tho last 
year, while European and Australian surveys have revealed abstinence rates of 
3 to 32 percent, with a modal value in nine countries of 15 percent (38) . 
Furthermore, the abstinence rate in the United States appears to have beon 
holding steady in recent years but to have been declining in other countries 
with a strong tradition of abstinence (49). 

The United States also differs from most countries from which 'lata arc 
available in the relatively small proportion of their money its consumers spem; 
on alcoholic beverages (23, 63, 64). This is partly due to the higher per 
capita spendable income in the United States, of course, but it also appears 
that American special taxes on alcohol are below the median in Euroooun coun«* 
tries (1). Consequently, the price of alcoholic beveragos in the United State*^ 
is relatively low by international standards (10). 

The international statistical comparisons that can he made give a mixed 
perspective of the position and trends in the United States. There appears to 
have been an over-all trend in most countries toward increased consumption in 
the last IS years or so, but there are a number of character&st i of consump- 
tion in the United States that set it apart from other countries 

It should be borne in mind that statistics about the consumption of alco* 
holic beverages are available on less than half the world's population. Thero 
are none# for example, from two such large countries as China and the Soviet 
Union. One investigator (60) has pointed out that Europe# Japan, the United 
States, Chile, and Argentina, which have a quarter of the world* s population, 
together consume four^fifths of the reported consumption. Although the con- 
sumption elsewhere can only be guessed at# it seems likely that the foregoing 
comparisons involve most of the relatively heaviest-drinking countries, and 
that the per capita consumption in the United States # is above the world 
median# as well as in the 12 reporting cfountries that exceed it. 



The results of the 1964--65 survey of American drinking practices, here-- 
after referred to as the AOP survey (12), were reported in the First Special 
Report on Alcohol ancf Health (62) . Since then a number of nationwide surveys 
have been conducted on behalf of the National Institute on Alcohol Abuse and 
Alcoholism. Among them have beeni 
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«-*Four 8urvev6 conducted at 6-inonth intervals from September 1972 thtough 
January 1974 Iry Harris and Associates (28) • Each survey included a nationwide 
crosA^section of 1,600 persons representative of the country's population 18 
years of age or older. 

— h survey of 14,000 students in grades 7 through 12 in the contiguous 
Vnited States, represertlnq e national probability sairple of American students* 
They filled out a questionnaire on drinking practices and attitudes for the 
Research Triangle Institute in the spring of 1974. 

Kost of the followinq inforination in this chapter is drawn from these 
surveys. The analysis of the findings is still in progress and the details 
reported hi*rein are preliminary. 

As Figure 2 shows, the 1964-65 ADP survey revealed that 47 percent of the 
diUilt population drank less thar once a month and 53 percent drank once a 
month ci more. The recent Harris surveys indicate that the percentage of 
admits who drink at least once a month has risen slightly, so that about 57 
percent of the adult population now falls within this category* The 1974 
callup survey of adults, 18 and older, indicates that 68 percent of the popula- 
tion drinks alcoholic beverages (14). This proportion represents an increase 
of 4 perrcntiac points from their previous survey taken five years ago in 1^^69* 
These fin.ires may reflect a combination of several things t differences in sam- 
ple methodology (qjcta ^^ersus household), age (18-*- versus SI-*), the measureu 
used ir reporting rlrinking, and an actual chnnge in National drinking habits. 



The increased proportion of adults who drink at least once a month may 
indicate that a number of abstainers are joining the drinking population. On 
the ot>ier hand, analysis of the results of five surveys during the period 
1964-71 i;hpws« that the proportion of abstainers had remained relatively con- 
stant during that 7-yfs^ar period (49)* 

Although the reporting scheme used in the Harris surveys does not permi 
the dif fe-ontiiitioxi of infrequent drinkers from abstainers, the 1974 survey 
WAS conduc::ed during a period which included holidays, when many infrequent 
drinkers choose to drink. The proportion of adults in this latter survey 
period who chose not to drink may provide a more accurate reflection of the 
i-srrent rate of absti-^inorp , which approximates the percentage found in the 
1964-65 ADP nnrvey. 



Trends in Teen-age Drinking 

Surveys of adults leave out a sizable portion of drinkers. Numerous 
studies of younger populations, mostly in high-school, reveal that a substan- 
tial proportion of tocn-agers drink (5 , 42). Estimates based on an aggrega- 
tion of such surveys show that, in recent years, from 71 to 92 percent of 
hiqh-school students have at least tried alcoholic beverages (5)* In view of 
the known importance of drinking in the American life style « it comas as no 
surprise that a vast majority of teen-agers have been Introduced to alcohol. 

Preliminary findings from the 1974 national survey of junior and senior 
high* school students indicate that among seventh graders, 63 percent of boys 
and 54 percent of girls have had a drink. As Figure 3 indicates, the propor- 
tion of tcen-aqe drinkers increased with grade to 93 percent of t%ielfth-grade 
bnys and 87 percent of twelfth-grade girls. 

As may be seen in Figure 4, the frequency of drinking also increased vJth 
roe. Beer is the most preferred beverage, though this is more apparent among 
boys than girls* Asong boys, weekly beer consumption increased from 10 percent 
among seventh graders to 42 oercent among twelfth graders. Half of the boys 
reported consuming two or less drinks per drinking occasion, compared to one or 
less per occasion among girls. Cenerally# the quantity of alcohol consumed at 
any one time by both boys and girls increased with school grade for all bev- 
erage typns. 

Prc^liminary estimates of non-alcoholic drug use among teen-agers indi- 
cates that marijuana ranks second to alcoh'^l with respect to the freqijt»nry of 
use. Atiproximately 40 percent of senior h gh'^school boys and 36 percent of 
senior hiqh-school airls reported having u:ed marijuana. These proportions 
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Pigiire 2. PERCENT OF DRINKERS AND TYPES OF DRINKERS AMONG AOULTS(a) 

U.S.A. 





ADP Survey 
1964 65 



Harris Survey 
1972-74 



(d)Tht> AOP Survey includes adults age 21 * whereas the Harris Survey mciudes adults age 18». 
In the Harris Survey, type of drinker is based upon a quantity-frequerKV index score \A/hicn 
equals the average ounces of absolute alcohol consumed per typical day. 

• Abstainers & Infrequent Drinkers — Drink less than once a month or not at all. 

• Drinkers - Dnnk orx:e a month or more. 

• Lightei drinkers - Drink at most 0.22 ounces absolute alcohol per day. 

• Moderate drinkers — Drink 0.22 to 1.0 ounces absolute alcohol per day. 

• Hedvi(>r drinkers - Drink 1.0 or more ounces absolute alcohol per day. 
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Figure 3. PERCENT OF TEENAGERS WHO HAVE EVER HAD A DRINK OF WINE. 
BEER. OR LIQUOR. BY GRADE ANO SEX. 1974 




Figure 4. PERCENT OF DRINKERS AMONG TEENAGERS BY SEX. 
GRADE. FREQUENCY OF DRINKING AND TYPE OF BEVERAGE. 1974 




^ cow 

are soiMwhat higlKri* tor Northeastern regions of the United States and consid'* 
erably lower for Suuthc^rn leijions. The use of alrohnl was more prominent amonn 
marijuana users, Anonq teen^^agers who report marijuana use, approximately 92 
percent drink alcohol, in contrasts among teen-agors nho drinks approximately 
34 percent have used marijuana* 

In comparison to marijuana , much smaller proportions of teen-»agers re- 
ported having used other non-*alcoholic drugs. Approximatoly 12 percent of 
senior high-school boys and 9 percent of senior high-school girls used hallu** 
cinogens and amphetamines. Less than 3 percent of the sample reported use of 
hard drugs 9uch as heroin or C'>cain'>. 

Thertft is, however, little information about drinking by school drot-outs, 
and studies which have examined these populations indicate that the drop-out 
population has a higher proporti€>n of drinkers than does the regular school 
population (45). For these reasons the amounts of teen-age alcohol consumption * 
«ir€ probablv underestimated* 

The findings frorr annual surveys conducted in Calxfornia ^S4) from 1968 to 
1973 indicate on inc^t^ase in the proportion of students who beg«.^n drinking 
during each provious year (52 percent of seventh-grade boys in 1969 versus 72 
parcent in 1973>« Seventh^grade girls show similar trends (38 percent in 1969 
versus 67 percent in 1973) • 

A survey of students in grades 7 through 12 in Duval County, Florida (22 )t 
also showed increase?^ in the number of students who reported using alcoholic 
beverages. Tho numbers who drank once a week (24 percent) and once a month 
(28 perc<?nt) also increased* 

Thrie surveys made in Toronto in 1968, 1970, and 1972 examined adole* 
scents* changing alcohol use (56)* In 1968» 46.8 percent of the students had 
used alcohol in the 6 months before the survey: this proportion increased to 
60 « 2 percent in 1970 ciiid 70*6 percent in -1972* These i>ercentages were similar 
to those reported in San Mateo County, California, in 1972 (54) . The shift in 
Toronto might be thought to reflect the lowering of the "^legal age* in 1971 
from 21 to IB years. No such change occurred in California, however. In 
Toronto 41 percent of the students said they drank as often before the change 
in legal age as they did in 1972, but 20 percent reported an increase in their 
drinking* The 1962 survey of New york high schools (43) showed no apparent 
relationship between lower legal age and reported drinking frequency* 

Spveral common findings emerge from surveys of drinking among junior and 
senioi high-^school students* Girls drink less than boys and drinking becomes 
more freguent with increasing age* The use of alcohol among girls has ap- 
proached that of boys, though the proportion of girls who drink at least every 
wo«.*K is smaller* There ha:; been an increase in the proportion of drinking 
students at each grade level, and the greatest increases have occurred between 
1970 and 1973* 

sociorultural Correlates of Drinking 

Sociocultural factors previously found to be associated with whether and 
how much a person drinks continue to be strongly correlated with consumption 
patterns* Among such factors are sex, age, ethnic background, religious affil^ 
iation, education, socioeconomic status, occupation, and area of resid^ncA amd 
degree of urbanisation* 

Sex 

The pro(x>rtiun o£ adult women who drink has been increasing steadily 
since* world war II, and the results of recent surveys indicate that this trend 
is continuing (62)* Abodt 47 percent of adult women now drink once a month or 
mcirr« However, Figur< S shows that men are nearly twice as likely to hv mod* 
Mi'ite drinkers and three Mmes as likely to be heavy drinkers in conqparison 
with women* Figure 6 shows that most men in each group up to 65 years re* 
ported drinking at least once a month* The highest proportion of heavier 
drinkers occurred among men* aged 18 to 20 and 35 to 39* Women aged 21 to 29 
had the highest proportion of heavier drinkers* 
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Figure 6. PERCENT OF DRINKERS AND HEAVY DRINKERS AMONG ADULTS. BY SEX AND AGE. 

U.S.A. FALL. 1972 




18- ?0 .■'W4 ?S2'J 30 35 35 39 40-49 50 64 65» 

AGE 
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Age 



'A larger pxopot<-ion of drinkers is cottSistently Cound in tho younger age 
9Koups (21 to 24 ye.ir8) and larger proportions of abstainers are found airong 
older persons. Despite tho increase in young adults between ages 21 and 24 
who drink once a niunth or more, hoavier drinking among men is higher in the 
18- 20-year 'jrcip ►tian in the ^l- to 24 -year group. 

Sxinilar proportions o£ young adult drinkers and n'^ndrinkcrs werv reijortej 
in two recent Aat lonwidr surveys (l, 34). A 1970 survey of young mun 1 year 
aftur high-sch«>iA qraduatiOn revealed that 67 percent Jrank once a month or 
mero (34) « Tho survey results also showed an inrreas*^ in thu frequency of 
regular drink imcf a week ot more) from 13 p< rcent during high-school 
yeitrs to 44 percent Collowimi your. It is interesting that the amount of 
regular drlnkin<j was Klqher among high-school students who joined the military 
iSS oercent) than among those who entered civilian jobs (48 percent) or college 
(38 percent). The military sample not only started out with higher use rates 
than most othet groups but also showed the highest rate of conversion from 
abstinence to mrb* 

A 1971 Gallup survey (2) of a national sample of full-time college stu- 
dents revcalt"! that 60 percent had drunk beer during the 30 days before the 
interview; perrrnt had drunk wlno and 49 percent spirits. Consumption fre- 
quency hati incro.isod between nges 18 and 24 and was higher among men than 
women. 

The oveneprescntation of youn^ adults in the drinking population was 
further corroborated by a survpy of 2,938 Irish- and Italian-Americans (7). 
The use of large quantities of all beverages in both these populations declines 
consistently with age. The 18- to 20-year olds reported the highest levels of 
frequent consumption of five or six drinks at an occasion. 

ethnic Background 

Alcoholism and problem-drinking rates tend to be low among groups whose 
drinking habits »ri.« v^ell integrated with the rest of thiiir culture. It is, 
therefore, not surprising that ethnic background and generational status arc 
important determinants of drinking patterns in the Unitud States. It has been 
reported (46) that Irish- Americans have more problem drinking than other Ameri- 
cans of the same social class, that little of their drinking is associated with 
important rituals, and that intoxication is often deliberately sought. Ital- 
ian-Americans, on the other hand, have strong sanctions against drunkenness, 
apply little social pressure to participate in drinking, and usually consume 

alcohol with meals (39). , ^ . , ^ , 

Fire t-generat ion Italian-Americans drink frequently but have few alcohol- 
related problems (39) , but later generations have higher rates of heavy 

drinking (31). , ^ . « ^ 

A recent survey (7) of the first-generation Irish- and Italian-Americans 
end their descendants shows that first-generation Italian-Americans generally 
oonfine theaeelves to daily wine drinking but later generations do not. Though 
distilled spirits consumption is higher among first-generation Italian-Ameri- 
cans than among Italians in Italy, they drink spirits more moderately than 
later generations. > . w 

Italian- Americans drink more frequently than Irish-Americans, but the 
latter take five »or six drinks on a single occasion more often than the 
Italian- Americans, regardless of beverage type. 

Further ethnic contrasts appear when age and sex differences are examined. 
In contrast to Italian-Americana, who show no consistent age trend, Irish-Amer- 
icans drink wine less frequently as they grow older. Women in both samples 
•re more often nondr inkers than men, and the consumption frequency of those 
women who drink is leas than that of the men. Italian-America.n women tend to 
drink all beverages more often than Irish- American women, however, but Ital- 
ian-American men drink only wine more frequently than Irish- American men. Men 
drink «ore on each occasion than women, but Irish-American »en end «c»en drink 
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m'ur on oach occ<it i mi ♦h .M do Ita I lun-Amori c^in men anH wonorif respectively • 
Althoa(|h trish-AiniM I'^ah ;non and woroun both drink iimrf* distilled spirits thcin 
Italian*Aii^ric.ir mc!. and Acumen. irisb-Amor ican wofni*n drink substantial!) mvtK 
spirits than Ital inn^An^erarrin women. The difference between Irish and Italian* 
American men )t< i.ot b« qreat • 



Pi*1tqious Affiliation 

One of the mo>:t <;los^ ly studir d drinking • »r»ttoi systrms h*is boon tho rtc- 
groe and type of mvol v^r^^nt with r »li jion. Abstm^nro is distinctly moro fre- 
quent amony metnb'T*. o» rv-^ttain rcliqifiu.; group;;. 

The ADP survey (12) revealed that theri^ w^to relativr ;y hiqn proportions 
of drinkers and hr*dvy drinkers anions^ Catholics. Although .lews had the lowest 
proportion of .ibstnin«*-s anong the three major rrligions# they had a very 
large prv^pottion of lii.it drinkers and the lowest proportion of heavy drinkers, 
libera] Prot^^tat.ts shuw^ ; a pattern rathei similar to th.it of Catholics in 
proportions » f drink«^r«;, tx.xpt that rhere wer* fewer heavy drinkers anong ♦he 
liberal Protestants. Conservative Protestants had the largest proportion of 
abstain^-rn and thf lowest proportion of heavy drinker;? wh« n thr> four groups 
were compared. 

The 1972-74 surveys (28) indicate that the samv basic relationship exists 
^mong the thrue maior r»*liqions» but there uppoared to bo an increase in both 
light and moderate drinking among Jews and Catholics. Tho proportions of Pro- 
t»«8tints in these cateqorif^s have remained about thu same since 1965. The 
1072*^74 data show* however, that the proportion of respondents who said they 
uid no religious affiliation is about double that in 1965. Thus, some changes 
• ithin denominational catogorio;-. may be accounted for by &*^cularization. 

One survc/ (7) of Irish- and Italian-Americans is of particular interest 
!>^cause both qri>ups ^ro lar^j^^ly Catholic hut have diffcront alcohol consumption 
patterns. Tt^^qucncy of ust of all alcoholic bt veragen wa:; linked with the 
rhiircu attendance of both aroups. Those who attended churc*h more often wcri* 
. or«" likily to report jnfr«*quent drinking. There was also a very distinct in- 
V'^rse relationship between church attondanco and the quantity of alcohol con- 
suttied pi*r occasion: tho more fre^quent the church attendance, the lens alcohol 
consumed per o?casion# regardless of type of boviragc. Ti^is was fru^ ot both 
^thnlr groups. 

The relation between religious participation and drinking patterns of 
adolescents has received considerable attention in a number of studies (^2 ) • 
The frequency of church attendance has been vievred as a behavioral measure o: 
involvement in the afl ;lt i^orial control system and of exposure to ccnventi^^na^ 
norms (30)* Tn a longitudinal study of drinker status in adolescencc# one 
jroup of invcstigAtor£ (32) reported that religiousness and frequency of church 
attendance were strongly related to abstinence. 

On an index of religious participation, problem drinkers among high- 
school students ;n Mississippi tended to score lo%ier than nonprcblem drinkers 
in one study (27)* Similar relationships were reported in a review of two 
nationwide surveys of American youth C4I* ) • 

• 

RdiicaMon 

As in 19fi4-65 (12), the amount of education is still strongly related to 
whether a person drinks and to the quantity consumed (28) . The highest pro« 
portion of abstainers (62 percent) is found among persons with less than an 
8th-9radr ed:ication. The proportion of heavier drinkers increases fairly 
steadily from 6 percent of those with grammar-school education to 13 percent 
of those with postgraduate training. There are slightly more heavier drinker^ 
among college graduates MS percent) thnu amonq pnrsons with postqraduatc 
ed uca t i on # how* ve r . 

The percentage of current drinkers among Irish and Italian-Americans in* 
creases with educational levnl, .ilthough there is a decrease among college- 
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vdudtod Iri. n-A"M t I Villi. {/)• Tl»c iit. m \t\ .'thrar 'ii • with i tit> I^^m 
eduv'jtxon dtink m^ti' uttoni but loss pci viccasiunt th^u thosi^ witti tlio must 

Sociovcon«^mic st.ituH 

R*' "cnt 5ur\ v/r of a hilts (J8) criittinut* t.o substantiate the previously 
ducunit*ntcd rol itionship botwevn social clas^^ and :ilowhol con8umpti'^n*-pra^or- 
tior»it«*y r.ioro ptoplo on tho lower socioeconomic levels ire dbstainera than cr 
the upper l-^wls. rii.Ri- surveys also reveal that moderate and heavier drink- 
imi incro.i^o9 .is jocliI class rise^« 

The resu^ii o: >urvc>ys »i;nonq adoioscents generally agree with this find- 
iiivU A rc'CiMit ^ ^uc1v mT Torc!ito junior and srnior hiMM-:;chool students show3 
Ihdt alcDhn' i-Ak wi hrthrst askma cnildrcn whose* fathers were prwf essionals 
or managers (21). A M<itionwide durv\?y of ynung Am^riorin men (34) indicates 
thtit the Wealthier .jnv.nti them incfi^asrd thoir regular of alcohol (once a 
week or more) by ?1 p'«r 'rnt v^fter hiyh schix^l, corparcd to <^ 5 percent increas. 
.miong tht^ poorer mt'^n* 

Occupation 

The AOP :iurvoy (12) showed that as ^ qr<j.ip, farm owners had the 

lowost iiropoi t it>2.-» of drinkers and heavy drinkers, whereas professionals and 
businessm^tn hid th«* hiqhest proportion of drinkers. Samlprofossional men who 
drn)V. had the highest proportion of heavy drinkers, and among iramen who drink* 
service workers had the hinhest proportion of heavy drinkers, 

A survey of 528 executives from amonn the 500 largest manufacturina compa- 
nies and fron each of the 50 largest banks, utilities, and transportation, mer- 
chaiidimnif, an l I ife- insurance companies it* the United States waj» conducted in 
l'>72 (12). ?hf' rosnltR of this study strikingly showed that only 7 percent ct 
th'^ men wt-re abstaintrs or dmnk less often than once a month, comparei to J3 
perc*^nt of all men xn the country in the ADP survey. The proportion of heavy 
drink^^rs was considar.ibly less than that found in the ADP national probability 
sample, however: 13 percent of the executives were classified as heavier 
drinkers coinparci) to 21 percent uf the men in the national sample. Most of the 
ex'^f utiV'^j; US p'-rcont) weii* moderate drinkers, but 17 percent said they wor- 
ried that they wrri "doina too mucii drinking.** 

A stu^ly of 937 naltiinore blue-collar workers and thoir spousc^i; (55) pro- 
vides somo intiM'estini comparisons with national samples. Holdinu social cla??'* 
constant, ts- fii^linq? were compaiuci to the 1964-A5 ADP survey (12) and showed 
that there wer- ti-wcr »irinkers, moro heavier drinkers, ;ind about thn same per- 
centage oi lieavyescapo drinkers iwoni the blae^coilar workers and their 
spousos. It is notoworihy that a rather low pro^^rtion of the woman blue- 
collar workers (2) percent) drank, but of those who did, many were heavier 
drinkers (38 percent). 

Two scpiratr turveys, one of Army and th<? other of Navy drinking, were 
conducted in 19?2 under contracts from the Departments of the Army and the Bur- 
eau of Naval ivrsonnel, respectively (13, 14). The Army study was based on a 
stratified rini]o'n sample, but. the Navy, study was a pilot test of two methods 
of collect inM dut i for a later larqe-s'c^le study. Its findings were not con- 
sidered repn^senta'.ivo of resultn from a probability sample of all Navy person-* 
nel . 

The findine:^ ol liie Army siudy indicatcl that be* i officers and enlisted 
men drank ntore ihi»n civilians of the same age. •'^ffict^is qo* into trouble be- 
cauno of their tii antcimj slightly leas often than ronienporary civilians, but 
enlisted mi*n «?ut int: considerably more trouble than civilians of equal age. 

Both heavy di inking and problem drinking declined with increasing ago# 
rank, and length ol st^rvice* except that older enlisted men continued to drink 
heavily and, in fact, drank much nure than younqer enlisted men. 

AlthouMM findings ir the Ntivy ^tudy w»tc not repre<;entative of the "^ivy 
as a whclt* and should bo interprete d with extreme caution, it appeared t lat i 
contrart to offic^rf^, larger pmportiotis of enlisted men were both heavy and 
proMom ilr inkers. 
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Thi' piwifut. *ti t .'jiir i n^:rrs v.-rs»is 3rink**is !id 'Mry much In twoou 

tho Arr»y and N.iV/ i • tw*M :i inMsfod ru?n un«l offic- rn in %*ithcr acrvicos. 
Oniy 3 icrci-nt ot th • Armv <*t.l i«;ted m«m .uaI 4 piTCt j.t nt ot f icuis, vttia J I'Oi- 
cont of Navy onlist^^d n.^t. mU 2 petc^ ;j« ol oflici-rt*, woi«- absttiincrs. Th^^t^t 
rates aro »utistant uil Iv lower than those ^imong civilian ni<»n# of whom 23 i^oi^n 
wpr« db9titin< rs 

A 9tadv of : ^rsiii.s yoars vu\ oMci in 1 i-4f HiirUni sectit»n «.'f 
Now York City in 197 i (13) rew dlod that n ai ly halt ol 113 womon and ^6 

foow, ran^inn in lOc Mum to *Mi, lived ilunr. Most ot th».n were retired 
(only 16 |)orcouL stili hoM jobs), an»l th'^*r major sourc of in-omv wore 
social r**ca» . ty a:»J 'th^ r 5»cnan n«» Th*- w.i5? the hor.«. vvornin»— class 

tfhiuob^ Rlackf^f una Pu^Tto Hxca i<», ond h^id a varn tv f#f suriul probl-^rp ^vpira. 
of poor urban an a.. :'iach as hi i i criiK^ inU unemployn.^jnt ra^^os. 

Moat ol ther*«- «#ldor * son*; uv»rc not in r'^rticular ly nood health and* 
thc^rototOf spont ''.••ir ti^«- Iviiq^^y in rarher quiut pursuits such tolovidui* 
watrhinn* r#Mdin<?» vi.^ltmq, or ?^hoppin ft but nevcrth-^K >»r they reportetl a sui - 
prisxnqlv hinh l'«v» l of oh;sxc.il nobility both indoors and out. 

About hall of tKcr.tr . liieily r^^^-'Pl*' dratV alcoholic beveraoes, but only 
two conlJ be rontUili-^i od problon w-rinker?* This is nca-ly idcfntical with the 
iroportions icportf^d in nationcil ri^^bability samples umor.<^ pecpl© in the sarc 
aie ranw^e (12^28 )• Althouqh thcxr drinking frequency var ied corsideriLl^ # 
there wis vriy littli difference atron4 tho respondents in the ainc*:nt thoy Jrank 
p^r occasxon--ipcst hai one or two drinks eacli time* The n-^rc • f roquent K-rii/<ors 
wt t*» son^^what youmier, in better healtl., of Euiopcan nnco^stry, :inc re^jorted 
con.*«ideraLle psyciiul^ -^ucal wrll-beinq. Holdxnq health *^acrors rcnstant, it was 
i: 't'd that Pr^testatits and Catholics in good hcaltn wore ilnost alike in tho 
rrequency of reportril drink iu<j, but that of those wm* were in poor health* 
Catholics reported a sliqhtly higher frequency of drinking* 

Alcohol eon?>M?nntion ^^drj^s considerably by geographxc region xn tho llniti-d 
States* T'^e^^e aro pr;.»port ionately more drinkers in New Hiigland and the Middle 
\tljntic and Pacific Coast States than elsewhere. 

Althoa^n #»arlipr st .:dir*8 (12) disiMosed that heavier dt inkxng was also 
.rtore prevalent in thr>se hiahiy urbanized areas t it apprarn from more rocent 
jurvcys (28) that previously strong regional contrasts may be decreasing^ even 
though the basic distinctions still exist. It now seems that the proportion 
of heavier drinkers is increasing sliqhtly in such traditionally "light" drink- 
ing areas as "-he Southeast and tho Mountain States, and that it is decroasiny 
slightly in the Co/i«5tal and Middle Atlantic roqions. It is difficult to deter- 
iitn^ win ther t.hrse shifts may be due to real rhangas in individual drinking 
habita or to the lit-.^r complex mubxlity patterns of the population as a whole. 

r<ural areas and small towns have laraer proportions of abstainers, and 
cities and suburbs have proportionately more drinkers • Cities and suburbs 
continue to have almost double the proportion of moderate clrinkers as small 
towns and rural areas. V!hereas the 19C4-fi5 ADP survey showed that the larr?est 
proportion of heavy drinkers lived in cities, the more recent surveys 11972- 
74) -•using a lower quantity- frequency index for "heavy drinklng^—classify 
equal proportions of suburban and city dwellers as heavier drinkers <12 percent 
each). Small towns and rural communities have smaller proportions of heavier 
drinkers (9 and 8 percent, respectively). 

Contexts of Drinking 

The presence of family or Ir lends seems to be an integral part of the 
drinking milieu for m<ist people. Indeed, it has been theorised that the term 
"social drinker" ir plies "that the drinkina practices of normal drinkers aro 
determined by the situations In which they find themselves. In other words, 
alcohol consumption is r^^qardod as a property of social c ontexts rather than a 
property of indivxdualH** (51) • Elsewhere (50) it has been said that "drinking 
can be seen as seatoJ in allegiancies in such social worlds, rather than in an 
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individual (.'sychol HiCtil der>onaence on drinking.** In vontrdst- to the gross 
dstimatOB nf too quantity and trequoncy of alcohol eonsuiv^j over a specific 
p«riod--fcr examplo, the f>ast year— respondents will n.iki* rather discrimin- 
ating ^'^^timatua 01 how much should be consumed once the •^' ne^ place» and actors 
ire snecifiod (50) . 

KnowUdqc of thi c^>ntextH in which alcohol is consumed gives sccial 
neaniru to the understanding of individual drinking patterns. Thouwih personal 
chararter irstics such ns social status, psychological ncod, and pe/sona) t re* 
feronci* may dctrnnim* thr social contexts tn which one exposes himsr^lf and in 
which he cUinks» di tukin^i behavior is also partly conditioned by tho expected 
.ind . nnctioned bthavior withan i particular drinking ^ont^xt (SO). 

An anthrcp)}oyiKt who stuHird the r^nvtronmrnt of l^ipago Indians iu south* 
^rn Arizona observed (6S)» **Drinkinq in rapago culture has stemmed from a 
rituaUsocial context and carries with it the power to affirm affections and 
to sell frienusnips. Drinking what is offered is equally an affirmation of 
good will rjst as is offering it.** Most Papago drinking is thus dene in 
groups; the older mt?n are likely to soek cumx^anionshi*^ on the farms where 
tht^y work, the youn-tcr men are more likely to go to nearby towns or neighboring 
farmn •amps* Although a man may la^k money to buy virink tor the group to 
share on u i^art. i cular occasion^ he is still able to participate but will be ex* 
pected to i70ntril>ute on another occasion. "^Cven when an individual has a good 
reason for sto^^ping nrJ may desire to do so, he may run into another group of 
fri'.nds and may ^ot involved, either contr ibutincf anything he has left or 
counting on i^otucono else#** the anthropologist noted. **Several informants have 
convoyed how thi-y arc 'trapped* in an unavoidable situation; to handle it 
any 'Ufferently wnuid bi^ insulting.** Group drinking thus has a broader sio- 
nificanrc than simply consuming alcohol— the drinking context and«expected 
norms within it reprosont an inte*jral part '^f interpersonal relationship forma* 
non and maintenance. 

The types of looplc with whom one drinks influence his own drinking be^ 
havior. People report drinking less volume than usual in social meetings 
with neighbors, people from rhurch» or members of their own families, and more 
than usual with close friends (12). Alcohol is serve^i most frequently in 
gatherings with f« How workers. Even ^hr type of beverage consumed is partly 
determined by on^Vi drinking companions* in that dist:illed spirits are thought 
of as '^party or ink*" and are consumed more often with friends than with one*s 
fan>i ly. 

Thff 1964-65 AOP survey showed that Americans drank more often in tneir >wn 
and friends* home» than in restaurants ami bars. The 1973 survey (28) yielded 
similar findings, although the proportion of restaurant and bar drinking had 
declined since 1965. The influence of holiday seasons (Christmas* New Vear*r) 
on social drinking is partly revealed by the winter 19 74 survey, which showed 
drinking to occur as frequently at parties and other special occasions (39 pef* 
cent) as at homo (38 percent). 

Drinking in bars# taverns, and restaurants continues to be most prevalent 
among young ddults (aged 18 to 29) # although women arc not as likely as men to 
drink in public places. Women of all ages drink most often at parties and 
othor special occasions. 

Drinking contexts are also influenced by region of the country and by 
degrees of urbani2atie<^« Respondents living on the East Coast drank most often 
at parties and on othor :9pecial occasions* whereas those in the South and on 
the Pacifir Coast usually drank \t home. Midwest ernors drank at home and at 
parties with ahnoHt e itial frequency, but favored *'arty and s'^«cial -occasion 
drinki!.o slightly. City residert.- Jrank r»o<*t often at parties and on special 
occasions^ but smdl1->town losidents usually dr m*^. at homo. Residents of rural 
artMS ilrank mo-^t nf^or it parties and on other <i*^ccial occasions but nearly as 
ofti^n .It heipc. Fuf -rb^^-^it'^s drank pittios and at home with nearlv equal 
IreqacM-/ '29 and in l erocnt). Bar, tjuern, and ^ e tnurant Irinkit.^j was mor 
preval. nt amnr;.j t.i.^* C'^a«?t aiid Mi«lwist resident.-" (j percent i.. each grou: than 
amouvi • hosr* livinq in )ther pait:; • I the r^iniTY, bui ::ierowad lirt!o d;rr»'-- 
'•neo it, pMblic nin«<itig .atej^ amon^t '•esjd»i;ts o£ -it.*-*, sub*irbs# ^ : ^rr.r » 
rural ir -^f^ , 
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Where heavioi di inkers consume •.Icohoi js uncertain: one survey (44) 
found that alcoholic porsons drink more oCten in public r'^^cices and less at 
parties than did ••heavy'* and other drinkers in their s^ple, but in another 
survey (i7) •'noav;** d» xnker>5 wero moif likely to entertain it iicnie than to go 
out. Still an«^thvt * nvosstiqaic*: (IPi found th.it ••ht^avy*' mi .akcrs liked to itu- 
v^uent ♦.averns. Of •^lit- respwn.u nt?; in ^*v.» Harris survey who wcri: "hfuvy" 

dtinker^» 45 uoro^nt consumed vilcohcl n»)st ott«n at r.cinif, bit 20 porcoit .^.lid 
they drunk in all thrct: settings with ^qnil frc^quency^ wiu^eis only 9 percent 
of the mrdorate and 4 percent of the light drinkers imbib*>^ in all tlir^*o 
places. These cor^^Mr isons do not nfcc^s?arily rcpret.^^nt oonf lifting findings* 
• •nd they cannot bi interpreted with Cv nf 4 -iruce, becd<:so •h» critt ria for 
classifying a drir^.^i js "t»«.ivv** irs. w tf*ront amonn ♦h* s vorvl survey:. 

Severe [»roLlcn« drinkfin nr.tially r^rank ^t liomcr \ i.Loy cirnnk more it ton 
at barSf taverns, jml restaurants than those without problems rr even vith 
sliQht ot moderate lirinkinq pre) iems (28). 

The <5urv» y oi Ain • office rs c^rui c nlis^-r^rt men (1;) showed that mr.r« service- 
men drank on Fridays uir: Sat'ird.ivj^ than on wook'iiys .ind th»it very few urank 
before 4 o.m. ^n wr^rkdAvs • r if^cr 8 p.m. on tn* ove o^ workdays. Al'rr.ugh 
inost dr I taking took plac** in the irer's Quarters, the incidetiCe of drinVing in 
bars was relatively hiih. In that 49 percent of the commissioned and warrant 
officers and 5 J percent of the enlisted men repi*rted drin^ring in a bar :»t least 
cnce a month. Enlisted nc-r. were most likely to drink in bors at least once e 
week (27 percent), followed by warrant officers (22 percent) and commissioned 
officers (18 percent) . Nevertheless, very few men ever c'rcink alone* regardless 
of the drinking milieu. 

The Navy survey (14) showed that enlisted men varied considerably m their 
drinking by day of the week, but that a larger oroportion of officers than en- 
listed iren drank on o.ich day of the week. Saturday was the day when the high- 
est percentages of officers and enlisted men drank. More rfficers than enlist- 
ed men drank in their own nuarters and v*hile woiren were rrr^sent* but more ef 
the officers were married rind had their wives with them* as well as private 
cuarters in which they could drink. 

Business executives vcre ask^d in another studv (If) on which of eight oc- 
casions it would not be improper to have one or more drinks, ard on which of 
the same occasions they would probablv have one or mere drinks. As Table 3 
shows* more execut ivrr. felt it was proper to drink on each of various occasions 
than acknowlcda^O thev probably would drink on those occasions. 

The social contexts in v/hich adolescents drink are subject to a rurber of 
restrictions. Many te^n^aqers drink before they can leqally buy alcoholic 
beverages or drink in licensed premises. Legal restrictions affect the con- 
text in whi<*h drinkinq takes place and the channels thrcurh v»hich drirk is 
obtained. Alccho! may be cbtainec' illegally from licensed merchants ir a per- 
missive comnunitv, but in a restrictive community it is cctained. illegally froir 
unlicensed merchants (25). Studies of Scandinavian youth indicate that the 
main impact of rigid control is to increase the amount of cut-of -doors drinkinn 
(*>• 

The occasions on which adolescents drink vary with age. Moat teen-agers 
whc begin to drink do so at home under parental supervision (5* 42). Much of 
this drinking occurs on holidays and other special occasions (5). As the teon- 
Ager grows older* more drinking tends to take place outside the home and with 
less adult supervision. Indeed* the most likely places for teen-age drinking 
are those where dd*.ilts are not present (33). The preliminary 1974 teen-age 
survey data in Figure 7 highlight these age trends. Sixtv percent of seventh 
graders reported drinkinq at home with their parents on srecial occasions. The 
percentage of seventh graders who reported drinkina away from home without 
parental supervision was considerably less (22 to 36 percent) . Though the 
pToportion of teen-agers at each grade who report drinking at home tends to 
remain the same, there is an increase in away- from- home drinking with increasing 
a^^e. The percent of teen-agers whc report drinking at nioht in cars increases 
through the tenth grade to 50 percent. 



ERIC 




TABLE 3 

PERCENT OF BUSINESS EXECUTIVES WHO DRINK 
IN SOCIAL CONTEXTS 



% WHO SAY "NOT % WHO SAY WOULD 

OCCASIONS IMPROPER" TO DRINK DRINK ON OCCASION 



Bttfore Dmnet 


92 


71 


After Round nt Golt 


88 


56 


After-Theatre P<iity 


83 


56 


After Dinner 


74 


34 


Office Christmas Pjnv 


69 


56 


Business Lunch 


60 


'J4 


Football G<<ni(> 


51 


?1 


One-Day Sal***; Conft-rence 


48 


32 



Figure 7. PERCENT OF TEENAGE DRINKERS BY SCHOOL GRADE AND SETTING. 

1974. 



X At home on special occasions 

/\. At teenage parties. No adults pre<;ent 

Q Family dinner at hom«' 

A Ortvinq aruund or sitting in car at night 



75- 



50- 



25- 



0 




SCHOOL GRADE 



The ouantity of alccbrl consumed and drinking contexts were examined in 
A recent survey cf stufkrts in Scotland (20). Parents often offer an alco- 
holic beverage in tho hor^e but for the younger child confine it to special 
occasions. Hoire drinkimf amonq boys dciCreased with age, as did drinking at 
hof^e on special occasions* There trends were le^s pronounccrd ainong girls. 
Although the quantity cf drink consuiricd at home increased with age airionc boys 
but ret qirls, rvct Mreatrr cuantitirs wore consumed rit each age It-vel ct 
friends* hon'os. There is »t qc^neral tendency for cider bovs and girls tc cxxnk 
more in this setting than at home. Among boysi outdoors drinkin? becare 
less freauent with rising age, while the frequency of drinking in pubs in* 
creased markedly. 

In most social contexts, lri&h*Americans tend not to drink more often 
than Itdlian*Americars (Tabic 4). The out59tdnding exception — in that it ap* 
pears as the most isolated situation— is drinking at a bar alone. There are 
noteworthy differences also in drinking at meals and drinking at home alone* 
Social drinking tend to varv acccrdin<j to interpersonal closeness and group 
solidarity in both nationalities and among the Italians, by generations. Th^ 
more socially isolated a person is, the less likely he is to report drirking, 
bvt the more priirary-group involvement there is :n a situation, the more 
Jikelv a person is to drink, except for thr Tr^ sh-Aireracans at meals. The 
Italian-American custom of drinking with meals decredscs with generations, and 
though f irst-grn^jrat ion Ttalian-Amoiicuns ciive such reasons for drinking as 
improving tho apfH^tite or digestion, later generations of Italian-Amoricans 
emphasize pleasure as tho reason for drinking at meals. 

When rospondtMits were asked about reasons for drinking in a variety of 
social contexts, it appoared that first-generation Italian-*Amcricans were more 
sway<>d by external influences (drinking to conform) than were later generations 
of Ttalian*Amor icans. 

Further ethnic data about the social contexts of drinking have resulted 
from a comparison of teen-agers in New Vork and Rome (40, 41). As table 5 
indicates, most Italian tcen-agors drink at home with other members of tho 
family at meals. Tho Italians drink much moro regularly and begin regular 
drinking at an earlier ago than American teen**agers. Among the American teen^ 
age sample only 5.^ percent of the respondents reported daily drinking, and 
they W(*rc almost entirely of Italian extraction. This is also reflected in 
solitary drinking which, among the Italians, occurred exclusively at meals when 
other f/mily members happened not to be present. 

The froguency of drinking at home by the American tidolescents was less 
than that reported in Pome and decreased with age. Although the frequency of 
drinking at spc^rjal family events increased with age among the Italians, it de- 
creased with agr^ iTT. ,aq the Americans. Drinking during social encounters bt^- 
tween thr scxos (on dates) was ropfM*tod only by the American teen-*aaers. 

Drinking by adolescents in the Italian samples was associated primarily 
with family meals and snacks during the day. Among older teen-age boys, even- 
ing drinking was limited to social life. In contrast, drinking at dinner by 
American teen-agers was an occasional experience. Evening drinking included 
beer and distilled spirits, which were generally consumed away from home with 
friends. 

Problem Drinking 

Many of tho difficulties in defining alcoholism apply egually well to 
definitions of problem drinking. A number of studies have sought to identify 
persons with potential and actual alcohol* re la ted problems. Problem drinking 
is thought to encompass such features as frequent intoxication and binge 
drinking, symptomatic drinking (includes exltibition of signs attributed to 
physical c^opendcncr* and loss of control), psychological dependence, and dis* 
ruption of normal social behavior patterns (problems with spouse or relatives, 
friends or neighbors, employers, and the police). Alcoholism research once 
focused on the effects of excessive drinking on institutionalized persons, but 
recent studies have tended to dral with the problems and sociocultural charac* 
toristics of peopli^ in tht"" general population. 
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TABLE 4 

PERCENT OF IRISH AMERICANS AND ITALIAN AMERiCANS 
BY COUNTRY OF BIRTH WHO DRINK IN SELECTED CONTEXTS 



IRISH-AMERICANS 
USA 



ITALIAN AMERICANS 



USA 



ITALY 



At a Weddmq 


92 


93 


93 


On Family Occasions 


84 


90 


93 


At a Party 


87 


91 


87 


When Visiting a FnencK's home 


82 


85 


87 


At a Bar with Friend 


71 


72 


67 


At Home Alone 


40 


38 


66 


At a Bar Alone 


33 


20 


32 


At Meals 


44 


59 


87 



TABLE S 

PERCENT OF TEENAGE DRINKERS IN ROME AND NEW YORK 
BY AGE AND CONTEXT 



Rome 

13-15 yrs. 16-20 yrs. 



New York 
13- IS yrs. 16-20 yr8> 



At home 

Parties at home 

Special family event<; 

Parties away from home 

With friends 

With dates 

Alone* 

Breakfast 

Lunch 

Dinner 

Afternoon 

Evening 



95 


93 


74 


22 


4 


0 


24 


5 


33 


56 


24 


6 


63 


67 


42 


51 


21 


30 


33 


38 


0 


0 


3 


17 


SO 


20 


0 


11.5 


26 


10 


2 


0 


73 


79 


0 


0 


64 


71 


42 


49 


63 


56 


26 


11 


31 


53 


43 


97 



•Drinking alone entailed circumstances of meals separated from other members 
of the family and involved the use of wine for the Italian sample. 
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Surveys r>pi5 »:) th • !»60':i aruilVi*^^ v u^ii*> * i :*torii jSbv)j n t.txi wifU 

Alcohol-rfUt t-- M' (lU A >). Findinqs trom : !i so stadit indicatt 

that the ctreato^t nauiDct of alcohol-rolati d uroblcni*? woto *c»and amunq poorer 
men under 25 years # city residents, persons who had mcv^^^d from rural aieau or 
small towns to larq^ ritios, tnose with childhood di:aruMtions such^as broken 
homes. Catholics and liberal Prot* r;t3nts, persons who diJ not attc?nd church, 
and sinqle and divorced men (Chart 1} • 

Women wore riot as problcm-prom as men, which is nc»t surprisir.o. sine* 
more women arc abstainers and, of those who do drink, many fewer are heavy 
drinkers. Whereas 43 percent of the men in the 1967 survey (15) reported 
experiencing one ur more problems connected with drinkirvj during the previous 
3 years, only 21 percoat of the women reported such problems* Of tho sampled 
persons with more severe Involvement (high pcoblem-drinkinq scores), 15 per- 
cent cf the men but only 4 percent of the women were affected. 

While men in their early 20 most frequently had drinking problems, the 
proportion declining sharply among men .^n their late 50 's, women most frequent- 
ly had problems in their 30's and 40's, and there was also a sharp drop-off 
amonq those in the 50*s. There are now several theories to explain why problems 
associai.<'d with drinking ar^ ni^re prevalent among younqo^r people than among 
those ovei 50, but. ^Iiis fact is unlikoly to be explained until results ot 
lonqitudinal studit^s;, which follow individuals over long periods, arc available. 

Recent surveys tiav^e examined the sociocul tural correlates of drinking 
prc)blems among men ind women aged 18 years and older (28). The recent findings 
are consistent witn ihose of fh** earlier surveys, but there are some differences 
in rhe areas of marital status , dcqroe of urbanization, and age. Separated 
persons now hav^j hiqher problem drinking rates than sin^jle and divorced persons, 
although the last two groapu still have more serious problems than married or 
widowed persons. 

As may be seen in figure 8, the* 18- fo 20-year-old group has the larqc^st 
proportion of p<^r:>ons who had cxp'^riencod some problem in connection with drink- 
ing (27 percent^, ftUlowed by those aged 21 to 24 (18 percent) and those 35 to 
39 (15 percent). The 18- to 20-yGar group was not included in the earlier sur- 
veys, in which the highest ratio of alcohol-related problems was reported amonq 
those aged 21 to 25. 

Residenrs of Cities were more problem- prone than residents of suburbs, 
towns, and lural areas in earlier surveys, but these residential differences are 
now fading. Proportions of those with the highest drinking scores are nearly 
the same in cities, suburbs, and towns, and only those in rural area:; have 
slightly lower rates of problems. 

The Military 

A survey ct drinking in the Army in 1972 showed that the highest rate of 
problem drinking among enlisted men was among those whose wives were not with 
them at their duty stations, who were not college graduates, and who were under 
30 years old (13). The be^t single correlate of serious problen drir*c^ng among 
commissioned and warrant officers was whether the respondent's father had t^en 
a heavy drinker, and the second best was that his wife wa<; not with nim at :;is 
duty station. 

Rates of drinking problems tended to decline as age, qradc, and years in 
service increased. Marital difficulties were the most frequently reported 
problem, regardless or pay grade* Family separation was associated with sharp 
increases in reported drinking but not so sharp an increase in drinking prob- 
lems. 

Problems associated with drinking were much more common among enlisted men 
than among eivllians or officers. The enlisted men were much more likely to 
suffer adverse social, health, and economic consequences of drinking and to 
manifest more uncontrolled drinking, belligerence when drinking, and problems 
with friends and neighbors, the job, the police, and finances. The specific 
problems of the officers were roughly similar to those of civilian men of the 
same age in both nature and extent. 
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CHART la 
PROFILE ANALYSIS OF PERSONS 
MOST LIKELY TO HAVE NO ALCOHOL-RELATED PROBLEMS 

1973 



Lowest rates of alcohol-related problems for respondents 
in the 1973 national survey were found among: 

• Women 

• Persons over 50 

• Widowed and married persons 

• Persons of Jewish religious affiliation 

• Residents of rural areas 

• Residents of the South 

• Persons with postgraduate educational levels 

• Person^ who are mostly "wine drinkers" 



Highest rates of alcohol-related problems for respondents in the 1973 
national survey were found among: 

• Men 

• Separated, single, and divorced persons (in that order) 

• Persons with no religious affiliation 

• Persons who are beer drinkers as compared with those who are mostly hard liquor 



• Persons who were more likely (compared to other persons in the survey) to say: 
"Drunkenness is usually not a sign of social irresponsibility" 
and 

"Drunkenness is usually a sign of just having fun " 



CHART lb 
PROFILE ANALYSIS OF PERSONS 
WITH HIGH PROBLEM RATES 
1973 



or wine drinkers 
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Figure 8. PERCENT OF PROBLEM DRINKERS AMONG ADULTS. 
BY AGE. U.SJ\.. SPRING. 1973 




AGE 



Figures. PERCENT OF TEENAGE DRINKERS WHO REPORT GETTING DRUNK 
BY FREQUENCY AND SCHOOL GRADE. 1974 
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Tho l«i72 :urvoy "i JrinkUKj m th,- Navy (14) show^a thai onlisL.-.J m.-n had 
wore problems; ol r^v. ry typ.-, except marital, than officers, and that junior en- 
listed m«n had more probloms ot every kind except marital than senior enlisted 
men. Of tho lunior enlisted men, 15 percent reported that they had had lob- 
related probleici; in thv 3 years before tho study, and 21 percent reported nav- 
mg been "hi«?h- or "tight" whilo on duty at least once during that time. 



Adolescence 

(Reports of 
ferent from 

criterion ol »l tignt at least once a week (11,15 ), prelimina'-y 

estimates j rom the 1974 teen-age survey indicate that approximately 5 percent 
of the students are problem drinkers. Adopting the less conservative criterion 
of getting drunk four or more times a year yields an estimate of approximately 
23 percent of the students exhibiting potential problem-drinking signs. As 



•ts of problens associated with teen-age drinking are obviously di*"- 
1 the meanings they carry for adults. If wo adopt a problcm-drinkm- 
•t getting high or tight at least once a week {11,15 ), prelimina-y ' 




the past year, and this proportion did not vary with school grade level. 

Other survey est imates of the proportion of adolescents who experience 
problems assooiatod with drinking vary from 1 to 15 percent (42, 43), but the 
incidence of doviant drinking is decidedly higher among juvenile delinquents 
than among thv genornl teen-age population (6, 48). This suggests that those 
who arc antisocial or maladjusted misbehave typically in a variety of ways, one 
of which is overdrinking. For these reasons a number of investigators view 
adolescent problem drinking as one of a class of behaviors, commonly referred 
to as antisocial, that involve the potential for getting into trouble (8,30 , 
32 0 67 ) • 

A recent longitudinal study of 388 junior and senior high-school students 
(32) examined problem drinking within the framework of a number of behavioral, 
personality, and social variables in the children's lives. As might be ex- 
pected, adolescent problem drinking was not an isolated behavior and the prob- 
lem drinkers engaged in more deviant behavior than did the nonproblem drinkers. 
As for personality variables, the problem drinkers valued and expected achieve- 
ment less but esteemed independence more than the nonproblem drinkers. They 
were also much more tolerant of deviant behavior. Socially, the problem- 
drinker girls were less compatible with their parents, and both boys and girls 
who were problem drinkers were more supportive of drinking by adolescents. 

In view of these varied findings, problem drinking seemed to be a logical 
outcome in the lives of many of the adolescents. The longitudinal design of 
the study enabled the investigators to employ their sociopsychological frame- 
work to predict the shift from nonproblem to problem drinking over time. They 
believe that some of the variables could be used to identify individuals who 
would become problem drinkers a year later. 

Using a social-learning theory of deviance based on both sociocultural 
and personality elements, another investigator studied the use of alcohol and 
narcotics in a sample of 1,179 8th-grade adolescents (8). A cluster-analytic 
technique allowed the identification of nine distinct types of adolescents, 
including two major kinds of deviant alcohol or narcotics users. The first 
was a personally-motivated student for whom the opportunity to procure drugs 
was crucial to whether he used them or not. The second type was motivated by 
peer pressures to conform and achieve status through tho use of alcohol and 
other drugs: for this type, parental permissiveness about alcohol and other 
drug use was crucial to whether deviant use occurred or not. 

Permissiveness is sometimes thought to be -a contributing influence in 
the development of problem drinking among teen-agers. Drinking is less wide- 
spread among children and adolescents who live in environments that forbid 
the use of alcoholic beverages. There are some indications, however, that 
problem drinking is higher among youth in restrictive environments and lower 
in more permissive ones. The study of Mississippi high-school students (25) 
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indicates a relat ii)nship between parental dxscipproval of drinking and m in* 
crease in the percentacje of adolescent problem drinkers, tn a study of 
college students (58) di inking was found less widespread in colleges that 
frown on drinking # but thr^ highest proportion of drinkers who reported having 
been •tight*' or ••drunk** occurred in tho very same colleoes. 

Ldws and other ristrlrticns may r hus brinq young f v^ople together in try- 
ing to obtain alcoholic* b<^v( . aqc^s and in drinking them, and so promote or 
intensify problem drinking by isolatinj it from regulating social controls. • 
The restrict ivoncss may result in young pi rsons being introJuced abruptly to 
heavy drinking r instead of letting them gradually explore thi* effects of 
alcohol in socially protective environments. 

Attitudes Toward Alcohol Use and Knowledge about Alcohol 

Attitudes about alcohol use and about problem drinking are very closely 
aligned with a variety of religious* moral, and ethical values. As th*^se more 
general beliefs and values vary amomj individuals and among population sub- 
groups^ and as they fluctuate individually over time, those that are ccnnectcu 
with alcohol uso have been adoo^^od and Mrrit 1 ilong in a vrry haphazard 
fashion. The net result is that th^ public i- left with i melange of ambivolent 
feelings about drinking and with some vcrry roil confusion about facts. 

Although a md3ority of Americans do Jrin at least occasionally and al- 
though most people no longer feel that total batinence is the only preventive 
measure against one's becoming a problem drm or or alcoholic» there is a vast 
pool of ignorance about what constitutes resp. ;.hle drinking and what controls 
if any 9 the individual has over the possibili at he may develop serious 
alcohol problems* With such a climate of attit .^t.r: and erroneous information, 
it is nut surprising that personal denial of pro : *m drinking behavior is 
very common, and almost encouraged # 

Exploration of the public's misconceptions /c arding alcohol use is a very 
necessary step in terms of prevention. Indeed, at* .tudes toward alcohol use 
have been shown to have a significant relationship w.th actual problem drinking 
behavior and with heavier drinking} (ll, 12). 

The ADP survey (12) found that alMiough 75 per'.^<>nt of the total population 
agreed that drinking does more harm than good and tha*^ alcoholism is a serious 
problem, heavier drinkers were less inclined than oth ^ to agree to either of 
those guestions. Abstainers were consistently more n tive toward alcohol uf^c, 
but also tended to have "a soiriewr.at gloomier perspect^^ than others on life in 
general.'* women and persons of lower socioeconomic sta as more often agreed to 
the harmfulness of alcohol tha: J id men and persons of i.gher socioeconomic 
status, but the latter two grc .is are also known to be >re freguent and heavi-* 
er drinkers than the former. 

Cahalan (11) found that ti.jse persons who had more favorable attitudes to* 
ward drinking (••as measured by luestions on whether good things can be said for 
drinking, whether the pers r scores high (;n the scale on the social utilities 
of drinking, and whether nw ^o\'s drinking and getting dmnk once in a while" 
page 1S5) were found to havt. higher scores on a scale of cjtront problem drink-* 
ing behavior. In fact, tb*. attitudes were among the strongest of the predic- 
tors of problem drinking. The author docs caution, however, against making 
any foregone conclusions about causality, as follows: ••...?t is well recog- 
nized that attitudes an i b havior tend to bo a reciprocal process, starting 
first with one or the o*:nei', and with each reinforcing the other as time goes 
on.^" (page 124) 

More recent survrv:: (:3) which attempted to investigate the public's 
actual knowledge of . ^Lfects of alcohol and the causes of alcoholism, as 
well as a variety of udes related to tolerance of alcohol use, found some 

rather inconsistent \:.uXts which would indicate that in many areas a high 
degree of confusion i mc most probably k tn denial, are still operating among 
the public. 

Survey results : : seated that only .^o^t 61 percent of the public can be 
considered fairly V jdgcable about the t^hysiological effects of alcohol 
and that this perc* i remained relatively constant over the four years in 
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which it w.is fiur%. v.vj (?B). F .r cxu^npie. fully 40 per-ont of the populatiun 
in the fall of incorrectly b-I iv-/od thvi* drinkiny black coffee and 

dousing ont»'s heaJ with cold wat<»r would sober one up quxckly and an addi- 
t lonal 22 percent of those surveyed wore "not sure" whether this was true or 
not* Those who ronied to know more about the physiological effects of alc:^hol 
wr.re the n; ^re highly educated .ind those with higher incomes, but such demo- 
^^raphic factors as s.?x, aae, arul n.uitvU r.t^atus had no relationship whatsoever 
with one's lik elihood uf being m. ro knowlodqeable. 

A most stri^-.inq finding was that abstainers, lightor drinkers, and those 
with no or few drinking problems were more likely to know about the effects 
of alcohol than wore thoso who we re heavier drinkers ^^r proMcm Orinkers. 
Since higlier education by itself does relate both to heavier drinking and to 
knowledge alcohol's effects, the fact that hea-^xer drinkers per se do^not 
knew much is a contradiction that may result from denial on the part of 
heavier drinkers who will not acknowledge the negative effects of alcohol use. 
The inversf niay be occtirring with abstainers and lighter drinkers in that their 
more nt-gative attitudes toward drinking in the first place mav encouraae them 
to agro»- with tN^^n OKostinns whirh ^;tate harmful effects of alcohol u^^p. 

An att mpt to determine whether the public considered alcohol to be a drug 
mot with rather mixed rc-sults. More than half the survey population agreed 
that alcohol was a drug and that drunkcnne?;s was like an overdose of drugs. 
Proportions cf thos^ who agreed increased very steadily over the four survevs 
so that by January of 1974, 72 percent agreed with the former statement and' 
75 percent agreed with th^ latter. A final item in the series of three ques- 
tions, •'the host who /ncourages heavy drinking among his guests can accurate- 
ly bo described as a drug pusher" met with rather strong resistance from 
respondents in that only 19 percent agreed with this statement in the fall of 
1972. An encouriqing note, however, was that this percentage did increase 
stftndily so that 34 percent agreed by January of 1974. Apparently, this was 
a rather sensitive area that could be applied in a much more personal fashion 
than the former two statements. The substantial increase in agreement over 
time (althcuqh far behind that of the other two concepts) may be in part due 
to the fact thit this particular notion was presented as the focal point of 
an advertisement in NIAAA*s media campaign, and increased exposure to the ad, 
••Harry, the Noianborhood Pusher," may have altered some opinions. 

Generally, one*s personal drinking habits were rather strongly related 
with agreemrr.' on these three items. The heavier drinkers and those with 
higher problem irinking scores were less willing to acknowledge that alcohol 
was a drug thir. were those who abstained, consumed lightt^r quantities of 
alcohol, or w re non-problem drinkorr.. Acceptance of the drug qualities of 
alcohol was tm * related to any demograi^hic factors such as education, age, and 
so forth. 
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The proportion ^r' Uvlults who consume alcohol once a ir.onth or noro has 
rii>en sliqhtly since the iu<i-60s, so that now ibout 57 r crcent of the populn- 
tion falls within this cati?qorv, romparod to 'i^ jjc?rcont nnrly a dccAch* aqo^ 
Although sociocviltural factors such .1:5 aqo, box, ethnic lv.r^:*ir*"iund ^ rel iMious 
background, otJucat ic ti, ••^vV'upat ior , itH rociut^<'c>nomiv' status continue tc> 
strong prcdirtors of wht llier ami how much 3 t»erson ch inks, soiro regional ^Ur- 
ferenccs in consumption patterns arc beqinnma to disappear. Recent invest le- 
gations of the social contexts in which alcohol is consufned havo indicated 
that these contexts: such as the physical sottinq, the i^^ople involved, and 
the occasion for drinhinq, vilso stronqly influence drinkin** behavior ami 
amounts of alrohol mnsuired. 

A 1974 Natiunwide uurvoy of teon--.iqe drinkinq han tound that approxi- 
mately 42 percent 01 junior and senior high-school stuiicnts drink alcoholic 
beverages once a month or r^ore often. Other d^ita indicated that in both 
jexes drinking bcromcs norc frequent with increasinn aqc, but that in every 
a«je group boys drink more and more often than girls. While most teen-aqers 
who beqin to drink do so at heme under parental supervision , they most often 
drink in places where adults are not present. • 

Surveys during the mid- and late-60s have found that problem drinkers 
were of toner less^af fluent men under 2^j, residents of cities, persons who had 
moved from rural areas or small towns to large cities, those with childhood 
disruptions such as broken homes. Catholics and liberal Protestants, persons 
who did not attend church, and single and divorced men. Surveys conducted in 
the early 1970s have found the sane sociocultural correlates of problem 
drinkimj, with some exceptions in the areas of marital status, degree of 
urbanization, and a^je. Separated persons now have higher problem drinking 
r^tcs than single and divorced persons. Residential differences in problem 
drinking proneness are now fading so that now only residents of rural areas 
have lower problem rates. 
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Chapter II 
ALCOHOL AND OLDER PERSONS 



Older persons comprise a special population which has unique features of 
Interest for the study of drinking. The incidence of drinking problems in this 
group is relatively low. Cahalan and his co-workers 13) have shown that with 
advancing age many people decrease their alcohol consumption. There are well 
documented reports, reviewed by Wallgren and Barry (12), of problem drinkers 
who became abstainers or, sometimes, moderate or controlled drinkers as they 
grew older. An important consideration from this perspective is that the pro- 
portion of older persons in the United States population has increased greatly 
in the last few decades (U.S. Census, 1970) and may be expected to continue 
increasing in future decades as medical advances continue to prolong life, and 
more so if the birth rate continues to decline. The care and welfare of the 
elderly is thus a growing social problem which is only partly and unsatis- 
factorily dealt with by the establishment of more nursing homes and by Medicare 

benefits.^ very recently, alcoholism research has devoted very little attention 
to the special population of older people. This may reflect a general tendency 
to ignore the difficult problems of aging in a youth-oriented society. However, 
three major research projects in the past few years have addressed this special 
problem. One was a survey of drinking practices in a population of older per- 
sons living in Manhattan Borough, New York City (8); another was a aeries of 
studies of problem drinking in older persons (4); the third was an experi- 
mental study of the physical and psychological effects of social drinking 
occasions during several weeks on the residents of a nursing home m Massa- 
chusetts (1 ). Most of what we now know about drinking and alcoholism in the 
special population of older people has been reported in these recent studies. 
Therefore, the present chapter primarily summarizes these three reports. 

Drinking Practices 

The drinking practices of American men and women at different ages were 
reported by Cahalan et al. (3) and summarized in The First Special Report to 
Congress on Alcohol and Health (11) . A more detailed summary of the age differ- 
ences from 45 years onward, according to sex, is shown in Figure 1. At all 
ages, more men than women drink and men drink more than women. the pro- 

portion of heavy drinkers decreases substantially after the age of 49 in both 
sexes and with an added decline after 64 in men. The proportion of women ab- 
stainers increases substantially after 49 and again m both sexes after 64. In 
general, drinking in the oldest category decreases from a fairly stable level 
seen during the preceding 15 years. . . i« j 

A subsequent study by Cahalan and Room (4) » on problem drinking, is limited 
to men under the ag^ of 60, but it provides corroborative evidence for a de- 
creasing amount of drinking with advancing age. The proportion of abstainers 
was 311 at age 55-59 compared to only 18% at age 50-54. The proportion of those 
with a high score on drinking problems (7 or more) was 17% at age 55-59 compared 
with only 11% at age 50-54, They found a striking difference when comparing the 
men at age 50-59 on the basis of socioeconomic status. Among those with the 
highest Index of Social Position, 32% drank heavily (problem or potential prob- 
lem) and only 12% abstained. Among those with the lowest Index of Social Posi- 
tion, much higher proportions both drank heavily (51%) and abstained (28%) . The 
same trends were found in the earlier survey by Cahalan et al. (3) but with less 
clear differentiation between the socioeconomic groups. 
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Figure 1. CUMULATIVE PERCENT Or ABSTAINERS AND TYPES OF 
DRINKERS AMONG ADULTS AGE 4S'(S<' BY AGE AND SEX(>I 
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The higher proportion of abstainers and lover proLortion of heavy drinkers 
among older Americans reflect a decrease in their drinking compar^-^d with thoir 
younger years. Cahalan et al. (3) found that among ncn aged 60 years or older, 
wore than half were former drinkers, and about half of these former drinkers 
had stopped after the age of 44 • Among women of 60 or older, most of the 
abstainers had never been drinkers but half of the former drinkers had stopped 
after the age of 44. Drinkers of both sexes frequently reported that they used 
to drink more than at present, but the quantity they customarily drank on an 
occasion declined even more sharply with advancing age than the frequency of 
drinking occasions. 

The people in the different age groups were studied at the same time, so 
that the older respondents were born in earlier years. Although many contem- 
porary older people have given up drinking, the j rosont middle-*aged and young 
drinkers will not necessarily show the same trend of an increasing proportion 
of abstainers as they grow older* The cultural patterns into which contem- 
porary older persons grew up included a strong temperance tradition, especially 
for women, and the period of national prohibition. Many people who took up 
drinking as a youthful rebellion against parental standards or prohibition, or 
in response to the repeal of prohibition, might have tended to return to their 
early traditions of abstinence as they grew older. It will not be possible to 
know until several decades from now whether the increase in abstinence is a 
general tendency among older persons, applying also to those who arc reared in 
the more permissive contemporary traditions « Some indication that the drinking 
habits of older people do not change when the social traditions favor drinking 
is the finding of a low proportion of abstainers (12%) among Americans 50-*5^ 
years old in the highest social position category (4). But even though a well- 
established custom of drinking usually continues into old age, it seems likely 
that the amount of alcohol consumption decreases; the surveys, however, do not 
provide very good evidence on this for people aged 60 and older. 

One of the recent studies, by Johnson and Goodrich (S) , was a survey of 
1C9 People aged 65 years or older ^ living on the upper east side of Manhattan, 
in New York City. Most of them were from lower socioeromomic groups, living 
alone or in a small houi;ehold. The study revealed that, nen tend to drink more 
often, and a larger average quantity on each occasion. 

Figure 2 summarizes the drinking categories, for the 54 men anr« 112 
women separately, and for both sexes combined • Comparing regular drinkers 
(daily, frequently, or occasionally) with the other categories, the sex differ- 
once is statistically significant. One of the largest sex differences was ir. 
the percentage of abstainers who had formerly drunk at least occasionally: 61% 
among the men and only 29% among the women. In comparison with the national 
survey data of persons aged 65 and over^ summarized in Figure I, the proportion 
of abstainers in the studied sample is slightly higher among mer and slightly 
lower among women, but the correspondence is fairly close. In the Johnson and 
Goodrich sample the eastern urban location would be expected to decrease the 
proportion of abstainers but the predominantly lower social status would be 
expected to have the opposite effect. 

The respondents were asked various questions about their activities and 
feelings in addition to their drinking. Their self-reported physical health 
was strongly associated with drinking: there was a greater likelihood of 
drinking among people in good health than among those in poor health. In 
Figure 3^ the drinking behaviors of men and women are compared according to two 
health categories. The tendency for people in poorer health to drink less was 
stronger among women than among men« The drinking behaviors of active and less 
active respondents in the two health categories were also compared. High 
activity was defined as reported participation in 8 or more out of 16 aotivi*^ 
ties, such as shopping, reading, plaving games and social or cultural functions. 
Men were more active than women, but the sex difference was fairly small. As 
would be expected, highly active respondents were more likely to report good 
health. Figure 4 shows that regular drinking was preponderant among the 
highly active people in good health; abstinence was preponderant among the less 
active people, especially those whose health was only fair or poor. 
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Figure 2. PERCENT OF ABSTAINERS AND TYPES OF DRINKERS^^^ 
AMONG ADULTS AGE 65^ MANHATTAN SAMPLE<>») 




TOTAL 



(a)Types of drinkers were classified as follows: 

Abstain- Never drank or formerlv drank at least twice a year 
Infrequent- Drink infrequently or not in last month 
PeqtjIar- Drink daily, frequently or occasionally 



(b)Source: Johnson and Goodrich (8) 



Figure 3. PERCENT OF ABSTAINERS AND TYPES OF DRINKERS AMONG 
ADULTS 65 YEARS AND OLDER BY SEX AND CONDITION OF HEALTH. 
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Figure 4. PERCENT OF ABSTAINERS AND TYPES OF DRINKERS AMONG 
ADULTS AGED bb AND OLDER BY LEVEL OF ACTIVITY AND CONDITION OF HEALTH. 
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Some additional measures show a similar pattern of relationships with 
drinking. People who reported good psychological well-being and seeing friends 
tended to report good health, high activity, and regular drinking. Seeing 
relatives was less closely related to health and drinking, perhaps because more 
frequent contact with relatives can indicate infirmity or limitations on solf- 
reliance* The measure of activity, shown in Figure ^9 appeared to be thv one 
most consistently related to drinking. 

Among the 34 nondrinkers who formerly drank, 50% stopped because it maJe 
them sick or was thought to be bad for their health. However, past excessive 
drinking or physical damage does not appear to characterize most of these for** 
mer drinkers. The proportion of them who reported good health (30%) was closely 
similar to the proportion (28%) among those who had never drunk. 

In general, the amount of drinking was rather light among this sample of 
older persons. The drinking which did occur was part of a pattern of good 
health, psychological well-being, and an active social life* This probably 
reflects a greater enjoyment of drinking and ability to cope with the effects 
of alcohol. This pattern may also reflect the advantages of higher socic- 
economxc status, which is associated with lower frequency both of abstaining 
and of heavy drinking. 

The association of good health and high level of activity with drinking xn 
this sample might bo partly attributable also to beneficial effects of the 
drinking* The person who abstains may coincidentally refrain from some of the 
social and convivial activities which are associated with many drinking occa- 
sions. The men were more likely to drink regularly and also tended to report 
better health and a slightly higher level of activity. 

A study of a nursing home and a residence for the elderly in Boston (1 ) 
yielded some data on drinking practices of older persons before they came to 
live in these institutions. The mean age (77 years) was substantially higher 
than in the Manhattan residential sample. Of the total Boston sample of 145, 
72% were women. Drinking data were obtained from only 98 of these people and 
the investigators combined the sexes for the analysis of their findings. In 
this sample, 30% reported having drunk regularly, 50% rarely, and 20% never* 
These proportions agree closely with the sample shown in Figure 1, assuming 
that the drinking category did not include very many who had drunk at an 
earlier age and stopped prior to institutionalization. When current self- 
reported health was compared with former drinking practices, no signxficdnt 
differences were found. The sample included 8% who reported having stopped 
drinking on advice of a doctor* 

A serious limitation of these surveys is their reliance on self -reports by 
the respondents* People may deceive themselves or the interviewer, especially 
about their former drinking practices* Objective, independent verifi; atior of 
the self-^reports would be desirable and should be an important goal Oi future^ 
research. However, these studies have provided some new information about 
drinking by older persons, and at least preliminary inferences may be drawn 
from them. 

Problem Drinking 

Recent research on a small number of older persons with drinking problems 
has suggested some differences between older and younger persons with drinking 
problems. Rosin and Glatt (9) reported on a sample of 103 patients in England 
aged over 65 years* Contrary to the usual greater proportion of men than women 
among alcoholic persons, 60% of this sample were women. This reflects the o^^t'- 
representation of women among older people, but also suggests the possibility 
of a reduced survival of men among people with drinking problems. About two- 
thirds of tha.s sample were characterized as long-standing problem drinkers, tne 
rest as previously non«*problem drinkers whose alcohol intake had been 
intensified by the effects of aging. Bereavement and retirement were suggested 
as the most common precipitating causes in the latter group. 
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Another »lxf ferine- '.i^jv. youthful pooplo wl^h drinkinc? problems was that 
only about 15% ci th*- oiler ilcoholic persons evidenced sovere, long-standinq 
personality profclors. 3v contrasts neuroticisn and deviant personality arc 
prevalent arnnnq youno alcoholic people, an onphasized in a recent review by 
barry (2) ^nd further .n '.irated in the study by Cahalan and Room { ). Physical 
problems such .\s wiihcirawal illness, seem to have been infrequent in this sair- 
pie of older pr^rpl*^. 

This findinq is consistent with a number of anecdotal accounts of men and 
women in old ac:e dovolopiim a drinkin^j problem due to retirement, boredom or 
loneliness. Bacon* has recounted a study of alcoholism many years ago in 
Waterbury, Connecticut, which showed that one of the most nmnerous groups of 
alcoholic patients consisted of elderly women from Eastern European countries 
who had important matriarchal positions in their native countries but were 
isolated or disreqardod m their conten^orary American setting. 

The relative increase in frequency of drinking problems among older women 
is further indicated by a study of Alcoholics Anonymous inembers by Maxwell and 
Williatns, as reported in the study by Carruth et al« (5). Members aged 66 and 
over comprise a higher percentage among men than among women. This may indi-* 
cate qreater success in abstaining among the older men who joined the A. A. 
fellowship. Among membors aned 61-65, 7 3% of the women but only 58% of the men 
had their first A. A. contact at age 50 or older • This again may reflect a pre- 
£jonderanco of women among those whose drinking problem develops at a later age. 
However, the sex differences might alternatively be explained by a recent in- 
crease in the proportion of women of all ages among new members of A. A. 

The report by Cciriuth ot al. included a study of a sample of men, 
with a median aae of Z9, who had been designated by a social service or 
health agency as having had a drinking pj^oblem. By far the most of them (75%) 
had been heavy or moderate drinkers 3 and 10 years earlier, and the majority 
(60%) had become moderate r»r heavy drinkers at 30 years of age. The heavy 
drinking had apparently developed over a number of years rather than recently. 
At the time of the study 63% of these men were abstaining or drinking lightly. 
Most of them were employed and felt that their health was good. These char- 
acteristics of abstinence or diminished problem among a high proportion of the 
sample may be due to the fact that selection for the interview was based partly 
on accessibility and cooperat iveness . The problems of aging, such as isolation 
and alienation, did not seem to be aggravated in this sample, but a reasonable 
life adjustment, characterized by mitigated legal and health problems, was 
predominant. However, in contrast to the sample of current excessive drinkers 
in old age reported by Rosin and Glatt (9), a high incidence of psychological 
problems, such as emotional upset, nervous breakdown, and depression was found. 
This fits in with the characteristics of more youthful problem drinkers, many 
of whom solve their drinkinq problem but continue to be troubled by their per- 
sonality problems* 

The study by Carruth et al. also includes a 15*year follow-up of men who 
had been hospitalized for alcoholism at a median age of 41 years. The mortal- 
ity rate of the men whose median age was 56 was 31%, which is more than twice 
the expected rate in the general population. Interviews with 25 of the living 
patients or their relatives indicated that 6 were now abstainers, 10 had cut 
down their dimkinq drastically, and in general their difficulties had sub- 
sided, while 9 had as ruch of a drinking problem as ever. Among this last 
subgroup, physical and mental deteriorization characterized the majority but 
other problems had generally subsided. 

The study by Carruth et al. exemplifies and documents the results that have 
been reported in general surveys* Cahalan et al. (3) and Cahalan and Room <4 ) 
have reported a decreasing frequency of heavy drinking or drinking problems at 
older ages. This is partly attributable to early death and, thus, failure of 
people who had youthful drinking problems to appear in the elderly population. 
The recent evidence on mortality is summarized elsewher*^ in the present Report 

^bacon, 5. D* Personal Communication. 
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(See Chapter V-4). Tn addition, thrre is evidence that :iomo problem drinKitrsi 
especially men, become ibstaincrs or moderate their drinkinq as they brcomo 
older. The question of whether alcoholic people can decrease their drinking 
to a n^derate or controlled level has been a controversial issue, but Wallgren 
and Barry (12) and Barry (2) have reviewed evidence that it can occur. (See 
also Chapter 6 , pp. 81«-*62 •) This is a rare occurrence amonq youthful people 
who drink excessively, but an apparent tendency for reduced alcohol consumpticn 
in old aqe seems to apply to those who formerly drank excessively as well as to 
moderate drinkers. 

Physical and Psychological Effects 

There is a groat distinction between etfects of h»*»avy or excessive alcohol 
intake and moderate drinking. Excessive alcohol consumption increases mortality 
and produces vaiious types of damage that have been summarized both in the 
present Report and in the First Alcohol and Health Report (ii). However, there 
is no evidence of damaginq effects even from the steady intake of moderate 
amounts and indeed mortality statistics reviewed elsewhere in this (Chaptor V.4) 
Report fuqqest a possible beneficial effect. 

In view of the indications that moderate drinkers live longer than ab- 
stainers, it seems possible that the beneficial effect of moderate drinking may 
apply especially to old age. 

There is, however, little information on physical effects o£ alcohol 
specifically in older persons. If there are beneficial effects of moderate 
alcohol intake, the basis may be psychological rather than physical. Wallgren 
and Barry (12) noted that the widespread belief of beneficial effects of alcohol 
in acute heart conditions is due to the sedative effect, since alcohol causes 
no improvement of heart function directly. Older persons have ^ diminished 
capacity to drink large amounts because of slower metabolism in general and, 
thus, slower elimination (12, p. 99). Studies of voluntary alcohol consumption 
by several species of animals have indicated a lower intake, in proportion to 
body weight, at higher ages (12, p. 444). However, these studies generally 
compared different age groups o£ animals all introduced to alcohol at the 
different current ages. The question is not settled whether animals with con- 
tinuous consumption of alcohol from an early age would decrease their consump- 
tion as they become older. In humans there is evidence of an increase in the 
rate of metabolism by heavy drinkers, and this ability disappe?r8 in old age 
only if liver damaqe occurs. 

The study by Johnson and Goodrich (8) included questions about reasons for 
giving up alcohol. As noted previously, half of the 34 former-drinking ab-. 
stainers said they had stopped because it was making them sick or was thought 
to be bad for their health. Although it was not stated in the responses to the 
questions, experienced observers noted a fear of the possible loss of motor 
control among people who were already experiencing that loss to some extent 
because of aging. Pear of the emotionally disinhibitory effects of alcohol, or 
desire to avoid it, may also be more prominent in older than in younger people. 
Among nondrinkers in the sample, including all 87 who did not drink, 30 said 
that one of the reasons for not drinking was that they did not like the way 
"^other people** behaved after drinking. 

Experimental studies have the capability of clarifying the precise effects 
of alcohol, isolating the role of alcohol from other conditions. Several 
studies have been done on effects of drinking in nursing homes for elderly 
people. These experiments are preliminary and do not positively identify the 
precise causative agent because the pharmacological effects of alcohol cannot 
be distinguished from the social situation associated with drinking. Neverthe- 
less, the results are interesting and reasonably consistent. 

The most convincing result has been reported by Chien if) and Chien et al. 
(?)• These two studies tested effects of beer drinking in nursing home 
patients. In the earlier study a group receiving beer in a pub setting showed 
greater behavioral improvement than the comparison groups who were given fruit 
punch or thioridazine in the pub or thioridazine in the ward. In the second 
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Study, 64 patients received beer or wino in the pub setting or in the ward for 
4 weeks after a 4-wr»ek banollne period of observations* Various rating scales 
shcMMd improv«*ment among the patients after tho alcoholic beverage was intro<- 
dueed, whether in the pub or ward. A sub«*qrnup whicn was being treated with an 
antldepr(^ssant (doxepin) showed the greatest beneficial effect of the drinking. 

A smrnnary of other studies on drinking by geriatric nursing hon^e patients 
( 1) also generally indicated beneficial effects. The most impressive findina 
is that the provision of alcoholic beverages # introduced as an experimental 
procedure, has usually been continued after completion of the experiment. A 
number of nursLnQ homes have recently adopted a policy of serving alcoholic 
bevorages. There have been reports that the dosage of other medications can be 
reduced substantially in patients who drink small amounts ot alcohol. 

Another study ' I) involved a more elaborate experiment than the precedino 
ones» Geriatric patients in a nursing hone and at a mininal^care residence* 
both in the Boston area, were divided into a drinkino and control group for 9 
weeks, followed by another 9 weeks in which both groups could drink. A 1-hour 
cocktail party was made available, with frne drinks for all those who chose to 
drink and had consent fron their physician. Beer, wine, whisky, brandy, and 
cordials were all available. In tho control condition only soft drinks were 
provided. The procedures included extensive tests of mental and physical 
functioning and also thorough physical exaninations. 

Under these conditions tho amount of alcohol consumed was rather small. 
Median consumption by the non-abstainers was somewhat less than \ drink per 
weok although some participants partook almost daily. The abstinence rate in 
the minimum-care residence was 40% during the first 9 weeks but dropped sharply 
to 141 in the last 9 weeks. The rates during the comparable periods in <he 
nursing hone were 47^ nnd 44%. Among the control patients, who had access to 
alcohol only in the last 9 wpeks# fewer abstained and the amounts consumed were 
somewhat tjreater. Thus, there is a suggestion that these geriatric patients 
were persuaded to drink by the social setting and accessibility of alcohol. 
The physical examinations showed no ill effect*? on health from the use of 
alcohol in these quantities. 

The drinking experiment gave evidence of psychologically beneficial effects 
xn both institutions including improved sleep, morale, and aeneral well-being. 
This occurred primarily in the latter half of the study possibly indicating 
that prolonged moderate use may be necessary to obtain positive results* Per- 
naps the best evidence of boncficial effects is the fact that after the 
experiment terminated, the cocktail parties.^which had stimulated increased 
conviviality and activity, were continued at both institutions. 

The experiment was beset with some difficulties caused by the experimental 
manipulations- The free cocktail parties were unusual and thought of as a 
temporary procedure? this may have inhibited full acceptance of their purpose* 
Thf> forr.il procedure of gaininq informed consent of the residents* as well as 
the physical examinations, also may have confounded the effects. At the mini* 
mum-care residence, the members of the control group not permitted alcohol 
communicated actively with menbeis ot the experimental aroup,due to the free 
access environment. Many of the control group members were resentful and boy- 
cotted the sessions. In addition, the people at the minimum-care residence 
were able to go out of the institution to bars if they chose; this supplemental 
drinking was not recorded or controlled and might also have had some confounding 
effect, although no incidents of alcohol abuse were ever observed. Continued 
research e^hould control for these factors as well as investigate further the 
effects of functional status, of types of alcoholic beverages consumedr of the 
context of drinking, and of longer tim.e spans. 
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true of hoth irstit ional i2c.: and non-institut lonAiizeci individuals. With 
consumption levels mocioiate, no auvcrsc effects on h<^nl*:h are apparent. Thex'o 
xs evidence that special and i oyo^oioqical Loncfitn may l^r derived frcr noderat^- 
alcohol availability within a sncxal settinn. rurthernciCr in some elderly 
persons, alcohol may be j desirable altornntive tc medir.it ion for rraintaining 
the individual's physical comfort. 

Problem drinkinq docs cccur amonc the elderly, '^he incidence is lower 
than amonq younger individual? anu the causative factcrs may be somewhat '^af- 
ferent. Lxcessive ciiinkinq is less associatcf.l with deer-seated psychological 
probl<^ns* Rather, it a:>fo.irs more directly lolntcd tc oternal fartcm con- 
comitant with incroasircj a^^v. 
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Chapter III 
ECONOMIC COSTS OF ALCOHOL- RELATED PROBLEMS 

A recent study of the economic effects of alcohol-rolated oroblems estin- 
ated# ^or the year 1971, a loss to society of over $2S billion (3). The estimate 
(Table 1) wa:$ based on an analysis of six areas of social behavior which past 
or current research had explicitly or implicitly xdentified as sources of 
significant economic costs which might be related to misuses of alcohol. 

One cost estimate was developed for the market value of the lowered pro* 
duction of adult male workers with alcohol problems • Also, the costs to society 
in the form of output required in 1971 because of the socially dysfunctional 
effects of alcohol misuse and alcoholism were estimated separately for motor 
vehicle accidents and for health problems. The study estimated that over $23 
billxon of the quantifiable costs occurred in these thr^^e areas. Finally, 
estimates were also prepared of the costs of alcohol^related programs # costs 
to the criminal justice system for alcohol-related of fenses in 1971, and costs 
of the social welfare system related to alcoholism. An effort to assign a 
portion of the economic cost of fire losses to alcohol misuse did not succeed 
owing to the lack of adequate reliable data. 

A comprehensive economic evaluation of the effects of the production and 
consumption of alcoholic beverages would take account not only of the costs 
to society associated with their misuse but also of numerous economic benefits 
arising from thoir use. This could not be accomplished in the present study. 
Thus, while health and medical costs of misuses have been calculated, the 
possible value of health-promoting uses has been left out of the account. A 
further limitation of its scope is that no account is taken of the value of 
personal and social gratifications from use, or of the emotional sufferings 
caused by misuse; no attempt has been made to measure these human effects in 
economic terms. The present study, *hus, is limited to an attempt to quantify 
only the economic costs of alcohol misuses and alcoholism. 

Economic cost was defined as "the value of output or production that must 
be forgone by society because of alcohol misuse and alcoholism** (3)» Costs 
arise from the socioeconomic process of allocating limited resources to meet, 
through the j reduction of goods and services, the unlimited wants of society. 
If economic resources are reduced by or reallocated to alcohol- related effects, 
the economic cost to society is the value of the output which the resources 
would have produced if it were not for alcohol misuse and alcoholism. The 
measurement or economic cost is greatly facilitated if the market prices are 
available for the resources which are either reduced or reallocated as a result 
of alcohol misuse. Because the general understanding of the relationship 
between alcohoi and various behaviors is in a comparatively primitive state # 
however, estimates of the costs of some possibly significant aspects of 
behavior, could not be formed. As a result, the estimate of loss of about $25 
billion in 1971 due to alcohol misuses may be conservative. 

Methods 

The study was a pioneering attempt to derive systematic quantitative 
economic cost estimates based on the observed behavior of people with alcohol- 
related problems. Ideally, cost estimation is a two-stage process? First, 
research identifies and quantifies specific behaviors which can be attributed 
to alcohol misuse and alcoholism. The behavioral data are then dnaly2ed from 
an economic perspective • This process was followed as close 1v as possible. 



TABLE 1 

ECONOMIC COSTS OF ALCOHOL MISUSE AND ALCOHOLISM. 1971(a) 



Lost Production 
Health and Medical 
Motor Vehicle Accidents 
Alcohol Programs and Research 
Criminal Justice System 
Snciiil Welfare System 

Total 



Billions of Dollars 

$ 9.35 
8.29 
6.44 
0.64 
0.51 
0.14 

S25.37 



urce: Berry et al. (3) 



BtS^ cow WMLW« „ 

Two varidtion!^ uf the method were employed: (j.) behavioral research on 
alcoholism was aurvcycd and the economic costs of that illness were estimated; 
and (2^) cost studios of other alcohol-related behaviors were analyzed and a 
proportion of the costs was allocated to alcohol misuse and alcoholism. 

The conclasions follow, separately for each of the six main cost areas. 

Lost Production 

The iargt-st single area of economic cost — amounting to $9.35 billion — 
was the lost production o£ the goods and services which could be attributed 
to the reduced productivity of alcohol- troubled male workers. 

Tho cost of Lost production was estimated on the basis of observations 
of the difference in earnings of families with and without problem drinkers. 
The estimate was limited to a 1-year period (1971) for non-institutionalized 
men aged 21 to 59. A summary of the information and findings is presented in 
Table 2. The study includes, possibly for the first time, estimates of lost 
production derived from data on people with drinking problems in the general 
population rather than only those seen in treatment environments, and taking 
into account aqe and income as well as prevalence. It was not possible, how«> 
ever, to take into account other factors, such as ethnicity, region and parents* 
status » which may also be related to both income and drinking problems. 

Another important aspect of the present lost-production estimate is that 
it was prepared from the perspective of society as a whole* Many individual 
firms and larger organ! zations^ including the Federal Government, have conducted 
studies on t: c relationship between employees* wages and their productivity 
and have generally employed alcohol misuse as a factor in lost production. 

Pell md D'Alonzo (20) have clearly outlined the source of loss produc- 
tivltv among alcohol^troubled workprst 

The cost of alcoholism to industry is made up of several 
components, including loss of efficiency, absenteeism, lost 
time on the job, faulty decision making, accidents # impaired 
morale of co-workers, and the cost of rehabilitation programs. 
A large significant portion of the economic impact of alcoholism 
also includes premature disability and death, resulting in the 
loss of many employees in their prime who have skills that are 
difficult to replace. 

However, the cost of production as estimated by an industry is necessarily 
limited. In general, it does not include the cost of the unen^loyed worker* 
or need it even consider the costs of the reduced productivity of alcohol- 
troubled workers if their wages are reduced correspondingly. Society, on the 
other nandf must include the costs of reduced production by all these individ- 
uals m its estimate of the costs of alcohol- re la ted problems. Although the 
wider view was taken in the present study, the estimate is not completely 
general. The information about some groups within Society is too inadequate to 
Allow cost estimates based on their characteristics and behavior. 

The lost or reduced production of women, and of alcoholic persons who are 
institutionalized or living on Skid Row, is not included in the $9.35 billion 
estimate. 

The economic cost of the lost production among women is probably substant^ 
ial. For several reasons, however, these costs cannot be easily calculated: 
<1) No reliable market prices are available which would indicate the value of 
women's services in household or non-market production. (2) There is no 
reliable estimate of the actual number of alcoholic women; estimates range 
from 900,000 alcohol addicts (10) to as many as 4.5 million problem drinkers 
(3). (3) There have been no systematic studies of the changes in the economic 
roles ol family members under the impact of either an alcoholic wife or hus- 
band. Thus any estimate at this time of the cost of lost production among 
alcoholic women would be little more than conjecture. 

Similar difficulties apply to any atten^t to estimate lost production 
costs among institutionalized and Skid Row problem drinkers. 

Health and Medical Costs 
Treatment for alcohol'-related conditions accounted for more than 12 
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TABLE 2 






ECONOMIC LOS$ OUE TO DIMINISHED PRODUCTIVITY OF MEN. 1971 






Est. No. Mean Gross 


1968 Esttnnate 




Est. No. of Percent of Families 


of Deficit <n 


of Economic Loss 


of 


Families uvitH Problem- 


Families with Family Income of 


of ProWenvDrinkmo 


HMd 


(lOOO*sMa) Ormking Menlb) 


Problem* Orifik ing ProblenrvOr in king 


Men 


Men (I000*s} Menfb) 


(billions of dollars) 


21-29 


7,197 21% 


1,314.9 $1,011 


$1,329 


30>39 


10,744 13 


1,243.1 1.860 


2.312 


40-49 


11,506 12 


1,228.8 2,356 


2.895 


50-59 


10.063 11 


974.1 1,565 


1.524 






1968 Estimated Totai 


$8.06 Billion 






Adjusted 1971 Estimated Total(c) $9.35 BHtion 


(a)Oerived from Statistical Abstr«'-ts of the U.S. (2), Table 54, p. 41, 1971. 




(b)From Cahalan and Room(C). 






(c)To adjust for inflation, the 1968 estimated total of S8.06 billion was 




multiplied bv the percentaqe increase 


in the Consumer Price Index of 




16 percent between 1968 and 1971 . 
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percent of the $68.^ billion health bill (9) for adult Axnericans in 1971. 
Approximately $8*29 billion was expended for alcohol** related health and medical 
problems# making this the second largest component of the economic costs of 
alcohol misuse # problem drinking and alcoholism* 

Included in these costs are expenditures for the major types of health 
care and for medical construction^ training^ and education. These expenses 
are adjusted so that they reflect only the share attributable specifically to 
alcohol* induced problems. Account was taken of the costs for medical care 
that these patients would have been expected to incur even if they had not 
been impaired by alcohols and these were excluded in arriving at the final 
estimate of $8.29 billion. 

Of the $8.29 billion expended for alcohol-related health services^ $5.3 
billion was for hospital care; $0.9 billion for physicians* services; nearly 
$0«3 billion for drugs; and more than $1 billion for administration and 
construction. The $5.3 billion for hospital care is nearly 20 percent of the 
total hospital expenditures for adults in 1971. 

Three independent sources of information were analyzed in the health- 
medical cost estimate. The literature on the relation between alcohol and 
medical care utilization was surveyed; the information system of the Nation's 
Alcoholism Treatment Centers was used to obtain data on hospital utilization 
by alcoholic patients; and field interviews were conducted among medical and 
health experts in the alcohol field to obtain estimates of health-care utiliz** 
ation by the general alcoholic population. 

Expenditures for dental care were not included. Field interviews 
established that problem drinkers use fewer dental services than the general 
population. This appears to be reflected in the poorer dental health of 
alcoholic persons (16# 17). 

Motor Vehicle Accident Costs 

The third largest economic cost associated with alcohol misuse is that 
proportion of the costs of various types of motor vehicle accidents which can 
be attributed to that cause. It comes to $6.44 billion. A review of the lit- 
erature suggested that the appropriate dividing line at which responsibility 
may be attributed to the presence of alcohol is the finding of a blood alcohol 
concentration of 0.05 percent or higher in the driver or pedestrian (5). In 
this section # therefore, ••alcohol misuse'' indicates such a finding. 

Three types of accidents were studies: fatal« personal injury, and 
property damage. 

Based on data supplied by the National Highway Traffic Safety Adminis*- 
tration# alcohol misuse contributed to 43 percent of the non^pedestrian traffic 
fatalities (19,000 deaths) in 1971; 38 percent of the adult pedestrian 
fatalities (2,700 deaths); 14 percent of the personal injury accidents; and 
6.8 percent of the property damage accidents. Thus, about 40 percent (21,700) 
of the motor vehicle deaths were believed attributable to alcohol in 1971. 
This estimate does not include non<-adult pedestrian deaths or any sober adult 
pedestrians who may have been killed by drivers under the influence of alcohol. 

When these accident proportions are applied to the National Highway 
Traffic Safety Administration's estimates of costs in each category, the 
coat of alcohol- related accidents can be determined as follows s 

Fatal accidents $ 3.56 billion 

Injury accidents 2.38 billion 

Property damage 0.50 billion 

Total $ 6.44 billion 

Othei sections of the study, such as those on lost production and health 
and medical costs, undoubtedly include some expenditures which rightfully 
belong in the motor vehicle category. Double counting could not be avoided 
completely and this would inflate the estimate. On the other hand# care was 
taken to estimate these costs conservatively. 
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Program and Research Costs 



Tho expenditures tor alcohol and alcoholism-^ related programs ^ including 
diagnosis, treatment, rehabilitation, prevention, education, and research, 
were ettioiatod to hav^ totaled approximately $0.64 billion in 1971. Federal, 
state, and voluntary private agency budgets were reviewed to obtain these cost 
estimates. 

The tremendous surge of interest in and awareness of the problems of 
alcohol since 1971 has resulted in increased program expenditures. Estimated 
Federal Government expenditures for alcoholism programs in 1971 were $127 
million. Since that time, new agencies, including the National Institute on 
Alcohol Abuse and Alcoholism, have been created, and more funds are being 
allocated especially for alcoholism treatment programs, so that current 
expenditures are substantially greater. 



The study estimated that violent and antisocial behavior linked to 
alcohol misuse cost the Nation's criminal justice system more than half a 
billion dollars in 1971. This amount represents a small but not inconsiderable 
proportion of the $10.5 billion expended by the police, courts, and correct* 
ional institutions in that year (21). These estimates, it should be noted» 
represent only the costs to the criminal justice system, not any costs of the 
crime to the victim or to the perpetrator. 

No presumption was made that alcohol is the causal agent of any crime. 
Nonetheless, it is recognized that a certain proportion of all crime that 
comes to the attention of the authorities has some alcohol involvement. As 
the National Commission on Causes and Prevention of Violence (18) has put it, 
**No drug, narcotic » or alcoholic beverage presently known will, by itself, lead 
to violence. Nevertheless* these substances may, through misuse or abuse, 
facilitate behavior which may result in violence to persons or property." 

Costs were determined first by reviewing the literature on alcohol and 
criminal behavior. The reports indicated that alcohol is frequently associated 
with certain violont crimes such as homicide, assault and rape* Other of fen* 
ses, such as drunkenness, disorderly conduct, driving under the influence of 
alcohol, and vagrancy, were classified as 100«-percent alcohol- related, but 
liquor-law violations were excluded entirely from this accounting, since they 
do not bear on alcohol misuse. In 1971, violent crimes associated with 
alcohol, and the 100-*percent alcohol^related offenses, accounted for 3.6 
million arrests, equal to 41 percent of all arrests. 

Cost estimates were assigned on the basis of determining what percentage 
of the various crime categories could be attributed to alcohol. The number 
was then multiplied by average cost data for arrests, trials, and incarceration 
in each category. 

Drunkenness, driving under the influence, disorderly conduct, and vagrancy 
were found to have cost $74 million in the year 1971. This is based on the 
finding that there were 3.3 million arrests for those offenses that year, and 
on an estimate (8) that police and court costs for each arrest came to $22.49 
per offense. More than $71.4 million was expended for incarceration as a 
result of these nonviolent crimes. The estimate of police and court costs 
per arrest was based on findings in a study conducted for the City of Phoenix # 
Arizona (8), and to the extent that these costs may not be representative 
for the entire country the estimate would have to be modified. At the present 
time the Phoenix study is the only one that provides a basis for formulating 
a reasonable estimate. 

An association with alcohol was recorded in 64 percent of all murders 
(26), 41 percent of all assaults (19), 34 percent of all forcible rape (1), 
and 29 percent of all other sex crimes (13) • 

Arrest and court costs for violent crimes were calculated as follows: 



Costs to the Criminal Justice System 
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Polico Cost Court Costs 

^ . . , ^ . . ^ {In millions of dollars) 

Criminal homicide $13.5 $10 8 

Aggravated assault 209.5 !!!!.** 15*5 

Forcible rape 13.9 . . ! ! ! * 1*8 

Totals $ 236.9 . ! .* .* ! .* $ 28!l 

Nearly 35,000 persons were incarcerated for violent crimes associated with 
alcohol use during 1971. The estimated average cost of niaintainin.- a person 
\a lli 'll.^Ly ^^^^ ^^-^O (25). When multiplied bv tr.e 

oi; iJ^?i'i?ri?n^ prisoners, the cost of the imprisonment is $208,830 
in prison a full y4ar ^""^ assumes that each of these persons was 

In addition to these costs, and based on an estimate of the U.S. Office 
of Managemrnt and Budg.. t (23) , $25 million was assigned an the coJJt of crime 
prevention or alcoholism rehabilitation activitios by the criminal justice 
sys tern . 

The total costs are summarized in Tabic 3. 

Social Welfare System Costs 

Alcohol- related expenditures by the social welfare system can be divided 
between two categories: social-services costs and transfer payments. Transfer 
payments represent a transfer of income to the needy in order to arrest the 
decline in the standard of living of one whose job may have been lost because 
of alcoholism. These payments, except for administrative costs, are not 
additional economic costs. They do not measure reduced or foregone output, 
*mich 18 measured directly by the amount of the total reduced earnings of 
workers. However, these income maintenance payments do have social and 
political significance, for they represent a financial burden to the taxpayer. 
If these payments were not socially mandated, the funds could have been used 
tor alternative purposes, either by the taxpayer or the appropriate level 
of government. Income-maintenance payments attributable to alcoholism were 
estimated to be $2.2 billion in 1971. 

Social-service costs which do meet the criterion of economic cost 
totaled some $135,100,000 during 1971. The social-service costs were incurred 
in the areas of child welfare and special welfare. This amount probably 
represents only a fraction of the economic cost of the weakening and, in some 
cases, the total disruption of the family structure under the impact of alco- 
holism. 

Social and related research has begun to identify some of the destructive 
effects of alcoholism on the family. Some of these effects may have complex 
economic as well as social implications. Chafetz et al. (7) found marital 
instability in 41 percent of the families of alcoholic persons. As many as 15 

SSlnSiSS^SSSJif™ 0} •P^i^fw^^?"®.?® family-service agencies involve a 

drinking problem (2), and the family court in New York City has been reported 
to estimate that 40 percent of the problems brought to it are directly or in- 
directly attributable to problem drinking (12) . * 

Economic Cost of Fire 

Preliminary research suggested that a considerable portion of the more 
billion (11) suffered in property loss and expended to combat fires 
in 1971 might be attributed to the misuse of alcohol. For example, one study 
(14) attributed more than 80 percent of all fire-related deaths in Memphis 
over an 8-year period to alcohol. Another study (15) tentatively concluded 
that Alcohol was a major contributor in approximately 30 percent" of 89 fires 
in which fatalities occurred during a 2-year period. "Smoking was established 
to be the major ignition source in approximately 50 percent of the fires, but 
alcohol was present in significant quantities in 60 percent of the 'smoking* 
fires. The data are suggestive, but the existing studies are not extensive 
enough to allow the development of cost estimates attributable to alcohol mis- 
use, and therefore such estimates were not included in the present study. 
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TABLE 3 




SUMMARY OF COSTS TO THE CRIMINAL -JUSTICE SYSTEM 




Violent Crimes 


lOO Percent Alcohol- 
Related Offenses 


Police 






Cost per case 

Total for alcohol -involved arrests 


$236.9 million 


S 17.80 

S 58.6 million 


Court 






Cost per case 

Total for alcohol involved procedure 


S 28. 1 million 


S 4.69 

$ 15.4 million 


Jaij 






Cost p*^f day per mmafp 

Total for .ilcohol-iiivolvcd inm«itcs 




S &10 

$ 71.4 million 


Prisons 






Cost per day per inmate 

Total for aicohoi-mvoived inmates 


$ 6.00 

S 76.2 million 




Other 






Crime prevention 

(alcoholism rehabilitation) 


S 25.0 million 




Total 




S511.5 miiiion 
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Sumniary 



An awareness exists in society that the misuse of alcohol is pervasive 
and significant. Events such as broken families, mental anguish^ accidents^ 
physical pain, work not done, acts of violence, and personal degradation might 
comprise some of the entries on the debit or minus side of alcohol's social 
account, tf alcohol could be linked conclusively as a causal factor xn a 
certain number or proportion of unwanted social and personal occurrences # it 
would be possible to add up these events and thereby obtain a total measure of 
adverse consequences. At present f however ^ there is no general unit of account 
that would permit a meaningful summing of such diverse events as^ for example, 
(a) so many disturbed children of alcoholic parents plus (b) a certain number 
oT alcohol- induced suicides plus (c) the number of days missed by an alcohol- 
troubled worker. Nevertheless, many of the adverse social consequences of 
alcohol also have economic components. The present effort indicates that it is 
possible to aggregate certain adverse economic effects which might be related 
to alcohol and thereby obtain a limited but socially significant measure of 
the economic consequences of alcohol misuse and alcoholism. There are many 
reservations reqardrnq the estimated costs of $25.37 billion in six areas, 
including health, traffic accidents, welfare payments, crime, and productivity. 
Nevertheless, both the number and the techniques for estimating ic represent a 
distinct advance in understanding, as well as a foundation for continued study. 
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Chapter IV 



ALCOHOLISM: HEREniTY AND CONGENITAL EFFECTS 

For about 100 years, scientists have been seeking a definitive answer to 
the Question: "Is alcoholism hereditary?" . , 

Some 30 years ago F. M. Jellirek ao) reviewed the controversial evidence 
UP to then and concluded that, on the whole, the indications were against a 
direct heritability of alcoholism. Rather, it seemed to him, some people in- 
herited a non-specific liability for developing personal trouble, and in some 
of them the trouble took the form of alcoholism. By that time, Anne Roe 17,18' 
had completed her analysis of the fate of 36 children of alcoholic parents who 
were taken away from their biological families when quite young and raised 
in foster homes. When examined in their 30f5 none of these people, of whoir 70 
oercent were drinkers, showed any siqns of trouble with alcohol. She concluded 
that alcoholiem was probably not inherited, and that its irore cownon occurrence 
in children raised bv alcoholic parents must be an effect of the environment 
in which the children were reared. . v 

Most of the research since then has been largely inconclusive, though 
several reports have suggested that the inheritance factor may be more important 
than had been thought in the 1940s (1,13,16,24). In a recent study (^>. 
an Awerican-Danish research team which concluded that there probably as a 
"genetic predisposition" for the severest form of alcoholism, but that this 
still reoiains to be proved. , 

The Danish collaborators in the study were Dr. Fini Schulsinger and Dr. 
Lief Hftrwansen, psychiatrists at the Psykologisk Institut in the Koromune- 
hospitalct at Copenhagen. Their United States colleagues were Dr. Donald V. 
Goodwin, Associate Professor of Psychiatry and Dr. Samuel B. Guze, Professor 
of Psychiatry at the Washington University School of Medicine, and Dr. George 
Winokur, Professor and Head of the Department of Psychiatry at the University 

of Iowa School of Medicine. • . „. 44.^.. 

The team's findings v;ere challenged by other scientists within a few 
months of publication (22). The reaction suggests that the auestion of the 
possible role of heredity in causing alcoholism will remain unsettled for 
some time. But it is apparent that the American-Danish collaborators have 
moved science the closest it has ever been to an affirmative answer to the 
auestion of a hereditary link in alcoholism. 

Family studies invariably have shown markedly higher rates of alcoholism 
among relatives than in the general population. The lifetime expectancy rate 
for alcoholism among people at large has been estimated to be about 3 to 5 
percent among men and 0.1 to 1 percent among women (6). By way of ^contrast, 
clSdwin, the principal author of the American-Danish report, has cited studies 
indicating that alcoholism rates in sons of alcoholic parents may reach between 
2S and 50 percent, and among daughters 3 to 8 percent ( 6 > • n„^^i^.^>, 

One study reviewed by Goodwin found that persons manifesting periodic 
and "compulsive" alcoholism more freouently had alcoholic children than did 
those whose alcoholism presumably was less severe. The fact ^^f®®";;"®"" 
ments were equally good or bad in both groups suggested that alcoholism may 
have a "hereditary component." 

Perhaps the most productive method for distinguishing environmental 
from hereditary factors in the occurrence of alcoholism, according to Goodwin, 
is to study individuals raised aoart from their biological relatives. A 
comparison of 22 adopted children of nonalcoholic parents with 27 adoptees born 
?o SlSohoUc parents found a higher percentage of the offspring of alcoholic 
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parents lo ho (\xinkor<^. Rut the sl?.e of the difCorenco was insignificant and 
neither groui- had flrini. ini problems. The researchers concluded, therefore^ 
that there was no evult-ncc in their work ot a hereditary influence on drinking • 

To pursue more definitively the question of inherited alcoholism, Goodwin 
and his collaborators took advantage of the existence in Denmark of a pool of 
15,000 known adoptees most of whom were separated from thoir biological parents 
in early cnildhood and raised by nonrelatives. Such a research opportunity 
might not be rounJ m the United Staters or in many other countries where adop- 
txon agcr4cy records are very difficult to obtain and little information is 
available about the drinking habits of individuals whoso children are adopted. 

The ''probanu" qrouF in the Denmark-based investigation (8) consisted of 55 
male adoptees with cit least one biological parent who had been hospitalized 
primarily for alcoholism, had been separated from his biological parents during 
the first SIX weeks of life, had been adopted by nonrelat ives^ and had no knovm 
subsequent contact wi^h tho biological parents. 

.\ comparison qrcu{> (controls) consisted of 78 adopted males to whom the 
same criteria were applied as to the probands except that these people had no 
alcohol iv: biological p/^rents. The groups were matched in approximate age at 
Auoption and adult age. The mean aqe in both groups was 30^ with a range of 
25 to 4^, at -he time they were interviewed. 

/Mi adopt'^os wore interviewed by a Danish psychiatrist, who was not told 
beforehand, to which group each one belonged. The information obtained from 
each interviewee included data on demographic factors # adoptive parents # psy*- 
chopathoLoqy in adopters, drinkinc practices and problems^ and a wide variety 
of othei life experiences. The interview records were sent to Washington Uni- 
versity in St. Louis for coding, card punching, and computer analysis # again 
without knowledge of any subject's history— whether he was a proband or con- 
trol. Thus^ the study was "blind" from start to finish. 

Four categoriofi of criteria wore used to define moderate, heavy, and prob- 
l<?m drinkers, anc alcoholic persons. The moderate drinker was neither a tee- 
totaler nor a heavy drinker. An individual was a heavy drinker if, for at 
least a year, he drank daily and had six or more drinks on one occasion at 
least twice a month, or had six or more drinks at least once a week for over a 
year, but reported no problems. A problem drinker was a heavy drinker with 
problems, but not enough of them to be classified as an alcoholic person; alco- 
holism was mierred if an individual met the criteria of heavy drinker and had 
alcohol-related problems in at least three of the following four areas: 

1. Social disapproval of his drinking by friends and parents. 
Marital problems. 

2. Job trouble. 
Traffic arrests. 
Other police trouble. 

3. Frequent blackouts. 
Tremor. 

Withdrawal hallucinations and convulsions. 
4« Loss of control. 
Morning drinking. 

Of the 55 probands, 10 met the criteria for alcoholism and the group had 
nearly four times the alcoholism rate of the controls* Heavy and problem 
drinking occurred somewhat more frequently in the control group, but the dif- 
fcrence was not statistically significant. Moreover, when members of both 
groups were ranked on a four-point scale from the mildest drinkers with the 
fewest problems to the heaviest with the most problems, the probands were 
found ro have twice as many drinkers in the heaviest category as the adoptees 
with nonalcoholic bioloqical parents. 

Almost without exception, probands had more drinking problems than con- 
trols. The differences were statistically significant in five varieties of 
problems — hallucinations, inability to control drinking, morning drinking, 
amnes i a , and t remor . 

The two j roups also differed significantly with respect to psychological 
'treatment and hospitalization. Psychological treatment was defined as any 
type of therapy — verbal or pharmacological— administered* by any health profes- 
iiional for mental or emo^ lonal •problems. Nearly half the probands had received 
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psychological iredtP-oni, compared to one-q^a'tei of tho controls. Probands had 
five times the rate- of psychiatric hospitalization, and six of the eight 
hospitalized probands but neither of the two hospital i?.eU controls were alco- 
holic persons. ^ , . , ^ , • i ^ 

Of the 22 sons of alcoholic parents who had receive! psychological treat- 
ment nine were alcoholic persons, comparod with only two of the 19 controls. 
This difference is statistically significant. 

The study found no significant correlation between 'tie drinkiny pattern of 
the adoptees and the presence of alcoholism in the adoptive parents. About 13 
percent of the probands had an adoptive father who was an alcoholic person, 
compared with aboot 22 percent of the controls. 

Goodwin et al. emphasize the fact that the occurren-o o^ alcoholism among 
Children of alcoholic biological parents was greater despite separation from 
those parents b'-fore the age of six weeks. The probands, they point out, wero 
significantly distinguishable fiom the controls in only one respect other than 
alcoholism* and that was divorce. The probands were three times more likely 
to be divorced than the controls. The data suggest, Goodwin notes, that 
"divorce and alcoholism may perhaps be co-variants of a single or related 
genetic predisposition." , ^• 

"The finding that, apart from divorce, only alcoholism significantly dis- 
tinguished the two groups suggests there may be a specificity in the transmis- 
sion of the disorder heretofore underestimated." 

"Also, it is interesting that heavy and even probleir drinking, as defined m 
this paper, fail to distinguish the two groups. If anything, there was somewhat 
more heavy and problem drinking in the control group than in the proband group, 
although the differences were not significant. This suggests that severe forms 
of alcohol abuse may have a genetic predisposition but that heavy drinking 
itself, even when responsible for occasional problems, reflects predominantly 

nongenetic factors." 

Nevertheless the authors do not consider their findinas to constitute 
proof of a "aeneiic predisposition" for alcoholism— only that such a predis- 
position now seems more probable than it had seemed heretofore. 

Since publication of the initial report on the stu<ly. Goodwin has reported 
a follow-up study of drinking problems in adopted and nonadopted sons of 
alcoholic parents (5 ). This work was mado possible by the fact that, in 20 
cases in the original investigation, the adopted sons of alcoholic parents had 
IrltLcB iho SeJe raised by their own parents and were available for interview. 
Data for this study were drawn from the oriqinal work and from interviews with 
SS Nonadopted anS 20 adopted sons of J9 alcoholic biological fathers. To avoid 
bias, interviews also were conducted with 50 nonadopted controls selected from 
ceSlis records. Like the first investigation, this study was blind from begin- 

"^"^The comparisons showed that five men in each of the study groups were 
alcoholic persons according to the criteria used in the original research. The 
•Xcohollsm rate among adopt<=.es was higher than the ^^^t^ ^n»ong nonadopted 
brothers, but the difference was not statistically significant. Neither were 
there significant differences m the categories of moderate, heavy, or problen. 

^'^^^The^rimarv finding of the second study was that sons of alcoholic parents 
were no SSJe likely to become alcoholic persons if reared by their own parents 
than if separated from their biological families soon after b^^th and reared 
by nonrelatives. This was true, Goodwin notes, despite the .*^fj '^^5 * 
qroup. the nonadoptees were older than their adopted brothers and. therefore, 
presumably further advanced into the age of risk for al«:ohoLisro. 

The findings also suggested a relationship between the severity of alco- 
holism in parents and increased tendencies toward alcohol problems in the sons. 
Since there was no significant association of drinking pattern and length of 
exposure to alcoholic parents, it seemed possible that the severity of alcohol- 
uSinShe parent may influence the drinking pattern of the children independ- 

*"''L?Jhe?'1naJys?ro!-the new data, Goodwin (8) suggests, indicates that 
severe alcoholism may involve genetic factors not present in milder cases and. 



ERIC 



BtSt tow WMl-W'-'f 

tht:re£orc, may bi» tr'^ro trcinrmittable. He noteii that alcoholism, not heavy 
rtrinking, di f feientiatd adopt c»i children of alcoholic parents from the 
adopted children of noralcoholic persons in the first study. In short, ho 
concludes, severe and classic* torr^s of alcoholism in part tray have a genetic 
basis, whereas heavy drinkir;q, even with occasional problems, may have mainly 
psychological :)riiUns* 

At least one other study supports the crucial finding of the follcw-up to 
the original invest i^jat ion. Schuckit and his co-workers (21) found a correla- 
tion between alcoholic parent and alcoholic children irrespective of personal 
contact with the parent. Commenting on this, Goodwin (5 ) writes: 

"It is ir;terestina to not^ how little environment appeared to contribute 
to the development of alcoholism in our sample of sons of alcoholics. This 
tends to contradict the oft-repeated assertion that alcoholism results from 
the interaction of multiple causes — social, psychological, biological, etc. 
This may be true of rilder forms of alcoholism of certain 'species* • Con- 
ceivably, however, severe forms of alcoholism may be relatively uninfluenced 
by environment, given free access to ethyl alcohol." 

The interpretation of the findings of the initial Danish-American study 
has been challenged by Dr. Alexander Tolor of the Institute for Human Develop- 
ment, Fait field University and Dr» John S. Tamerin of the Silver Hill Founda- 
tion in New Canaan, Connecticut (22) . Their critique is based on what they 
regard as inarioquacies of method in assessing the psychiatric illnesses of 
adoptive parents and in classifying drinking behavior. Psychiatric illness, 
the critics note, was estimated on the basis of information from adoptees "who 
certainly cannot be considered objective judges*" In addition, the general 
focus was on gross pathology in the adoptive parents, mainly on whether or not 
they had sought treatment. 

Such a gross criterion, the challengers assert, "fails to take into ac- 
count more subtle differences in the emotional climate" of the homes. Thusr 
the assumption of home-atmosphere equivalence in the two groups cannot be 
accepted . 

As for the classification of drinking behavior, Tolor and Tamerin say: 
•V^hether or not the data reveal significant group differences depends 
entirely on how the problnm drinker is operationally defined* Thus, while 18 
percent of the probands wore characterized as alcoholics, con^pared with five 
percent of the controls, there was a reverse trend with regard to the category 
•problem drinker* : 14 percent of the controls and nine percent of the probands 
were defined as problem drinkers. If we combine these two categories into one, 
which would conform with many authers* conceptions of alcoholism, 27 percent of 
the controls wer*^ either problem drinkers or alcoholics. This difference is 
not statistically significant.... If we then consider the heavy drinkers, we 
fin*! a reverse trend: 36 percent of the controls but only 22 percent of the 
probands were heavy drinkers. The evidence, therefore, is far from being con- 
vincing m support of the genetic hypothesis." 

In a response to the critique of Tolor and Tamerin, Goodwin (7 ) says that# 
with respect to the assessment of psychiatric illness, ''subtle" differences 
between the two groups could not have been detected because it had not been 
possible to interview the adoptive parents, many of whom were no longer living. 

The criteria for drinking categories and diagnoses, Goodwin states, were 
obviously arbitrary and rould not have been otherwise. It was here, he adds, 
that the blindness of interviews was crucial. He gives assurance that the 
blindness was genuine and "therefore, however arbitrary the categories, assign* 
ment to them was made blindly and without possibility of observer bias.** 

"I was astounded when the printouts showed that practically the only dif- 
ference between the offspring of alcoholics and the offspring of nonalcoholics 
was alcoholism,** he concludes. **I really think, even with small groups^ that 
it defies chance to believe that sons of hospitali2ed alcoholics would differ 
from sons of nonalcoholics only in being alcoholics, particularly since the 
category 'alcoholism' was defined in advance, with the criteria applied 

Yet another reason for a cautious interpretation of the findings reported 
by Goodwin et al. arises from a source independent of the question of 
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alcoholism. In a review of the role of heredity in determining intelligence- 
quotient (IQ) scores, Layzcr (14) has emphasized that in fact monozygotic 
twins reared apart from their biological parents are not the best material for 
studying the contribution of heredity but, rather, unrelated foster children 
reared together, or half-sibs reared in ^"statistically independent •* environ- 
ments. He demonstrated, moreover, that when the factor at issue is a plastic 
sort of human behavior, heritability cannot be calculated reliably unless the 
contribution of environmental conditions is eliminated: "The absence of sig- 
nificant effects arising from genotype*-*environment correlations is a necessary 
condition for the applicability of conventional heritability analysis to pheno** 
typically plastic traits." Since alcoholism is probably even more than 10 a 
"plastic*' typo '^f human behavior ( 3 ) , the role of heredit-y in its causation 
is Indeed difficult to (establish. 

Hfrcdity, in the sense of genetic tran<tmisr.iOn, is not the only way in 
which the al»^oh' li'^m of parents may affect their offspring. That poorly nour- 
ished pregnant women give birth to chilriren disadvantaqcd in health has been 
known a long time. Since alcoholic women tend to be malnourished, infants 
born to them are less healthy, less alert, and less well developed than other 
newborns . 

The inferior condition of children of alcoholic parents was observed even 
in antiquity, and in the pre-modern medical era this was attributed to damage 
of the parental germ plasm by alcohol. That notion — blastophthoria — has long 
since been liscounted 10) , and the disadvanted state of newborn infants as 
v;ell a:2 the poorer development of older children of alcoholic parents came to 
be attributed to the poor intrauterine environment of the fetus and the post- 
natal lack of adequate care and nurture. 

Recently, however, several reports in the U.S.A. and England have indi** 
cated an increased rate of birth of maldeveloped or malformed infants to 
alcoholic mothers, and the authors have suggested that the cause is direct 
fetal damage by alcohol (4,9,lltl2). 

It is difficult to comprehend how the small concentrations of alcohol 
that reach the fetus — they are not more than those in che blood of the mother- 
even in the case of heavy drinking, as by alcoholic people, could cause the 
sort of injuries and malformations described in these reports. Bianchine and 
Taylor (1974) have pointed out that at least one type of malformation reported 
in children of alcoholi<: mothers (2 ), Noonan's phonotype, has been observed 
in 32 cases, only one of which involved an alcoholic mother. But the matter 
is of great importance whether a direct effect of alcohol is the cause, or an 
indirect effect, or something unsuspected that makes some women who are liable 
to give birth to malformed infants also more liable to have developed alcohol- 
ism. The problem is one that can be studied by research in animals and no 
doubt will be pursued in a number of laboratories now that the question has 
been opened up. In the meantime it seems obvious that the consumption of 
large amounts of alcohol by pregnant women may in some way injure the fetus. 
Thus, intensive therapeutic work with pregnant alcoholic women seems to be an 
especially worthwhile endeavor. For while the numbers involved may not be 
large, the tragedy of injurv to the unborn child is extraordinarily touching. 

One unquestionable effect of heavy drinking by the pregnant wcman is 
that as she becomes intoxicated so does the fetus, since alcohol passes to the 
fetus in approximately the same concentration as the mother reaches m her 
blood (23). v;hether or not permanent injuries are incurred, the effects can 
be serious, especially immediately after birth. Women about to give birth are 
usually hospitalized and deprived of alcohol. If they have been on a bout« 
they are likely to suffer more or less severe withdrawal symptoms, sometimes 
even delirium tremens (15,20). Since the fetus underwent the eane severitv and 
duration of alcohol intoxication as the mother, the newborn too will show 
symptoms of an alcohol withdrawal syndrome and will require appropriate treat- 
ment just as the mother does. The observation of such symptoms in neonates 
opens up the possibility , based on the view that addiction is defined by 
withdrawal phenomena, that such infants are in fact born alcohol addicts, or 
that the prenatal addiction may establish a permanent addictive liability in 
the newborn child's central nervous system. 
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Undnubtedly the near future will soo ncre and more study o£ the question 
of a possible hereditary ^predisposing factor that might contribute to the de-* 
velopment of the life-stylo called alcoholism. In the meantime^ the moat that 
can ee said safely seems to be that alcoholism may be a familial disease**-* 
a fact already suggested in the I8th century by th^^ first great Jbnerican 
physician, Dr. Benjamin Rush, who wrote (19) that it resembles certain her** 
editary, family » and contagious diseases.** 
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Chapter V ^ 
SOME HEALTH CONSEQUENCES OF ALCOHOL USE 

1. Alcohol and Cancer 

Physicians have clinically observed an association between heavy drinking 
and certain types of cancer for many years. The fact that many patients with 
cancer of the mouth, pharynx, larynx, esophagus, and Ixver are found to have 
alcoholism or alcohol**related cirrhosis has stimulated research into the 
possible role alcohol might play in carcinogenesis, although attempts to 
produce cancer in animals by prolonged administration of alcohol have failed 
(25)- 

The first suggestion that there might be a relationship between alcohol 
and cancer was made in France in 1910, when Lamu (30) showed that the chronic 
intake of absinthe (containing 75% alcohol) was associated with carcinoma of 
the esophagus. Thereafter, however, the possible role of alcoholism in the 
development of cancer received little attention until four decades later. 
By 1950 the relationship between cigarette smoking and lung cancer was recog- 
nized^ and this led investigators to take a closer look at the whole spectrum 
of personal habits in relation to the development of cancer. Drinking also 
came under scrutiny^ and during the following decade several epidemiological 
studies seeking to explore a link between alcoholism and cancer were carried 
out. 

In 1964 the World Health Organization (61 ) surveyed the research in 
alcoholism and cancer to that time and concluded: ^The association between 
excessive drinkinq oi alcoholic beveraqes and cancer of the mouth, the larynx, 
and the oesophagus has been demonstrated in several epidemiological studies « 
Animal studies have so far failed to support this. Alcoholism is, however 
often associated with other factors that may be pertinent, including dietary 
deficiencies, and its control may help to lower the incidence of oral, laryn- 
geal, and oesophageal cancer.'* 

Epidemiological studies thus disclosed the needs for accurate assessment 
of all personal habits, including the amount of alcohol intake. It is known 
to be a difficult task to establish reliably how much alcohol is consumed by 
heavy drinkers. . Moreover, there is the confounding condition that people who 
drink heavily often al5;o smoke heavily. The latter fact was first taken into 
account by f lamant ^ { 15) , who assessed both factors and reported that hypopharyn*- 
goal and laryngeal cancer had a ••very strong** relationship to both alcohol 
and tobacco use, while cancer of the esophagus and tongue had a **very strong*' 
relationship to alcohol intake but only a ••strong*' relationship to smoking 
based on analysis of previous research (Table 1) . The frequent coexistence of 
alcohol and tobacco use has made it difficult to identify the influence of 
each habit independently in relation to cancer; yet this question is critical - 
in determining to what extent and how each may contribute to the development 
of cancer. 

The means by which alcohol may exert a carcinogenic effect in man are 
unknown, but several have been suggested and are being studied* Among the 
possibilities are the effect of prolonged and repeated contact of body tissues 
with alcohol in various forms; the role of alcohol as a cocarcinogen with 
tobacco or as a trigger mechanism for a hypothetical viral cause; the conse** 
quences of alcoholism such as malnutrition, anemia, and poor hygiene; and the 
possible presence of carcinoaenic substances in some alcoholic beverages. 
Rach of these hypothesized mechanisms becomes important in consideration of 
the possible effect on specific sites and types of cancer* 



TABLE 1 

THE RELATIONSHIP BETWEEN CANCER AT VAAIOUS SITES 
AND THE USE OF ALCOHOL AND TOBACCO(a) 





Number 


RelaiionUiip 


Relationship 


Sex 


Sttai 


of 


With use of 


with use of 


Ratio 




Cases 


alcohol 


tobacco 


(M:F) 


Hypopharynx 


4.225 


very strong 


very strong 


28.0 


Larynx 


5.524 


very strong 


very strong 


27.4 


Esophagus 


5,007 


very strong 


strong 


1&6 


Lung 


4.616 




very strong 


11.8 


Oropharynx 


3.216 


strong 


very strong 


11,6 


Tongue 


4,856 


very strong 


stronq 


9.3 


Oral cavity (other sites) 


4,145 


strong 


very strong 


8.6 


Lips 


3,609 




strong 


ai 


Bladder and other 










urinary orgarn 


962 




strong 


2.6 



(a)Source: Flamant et al. (15) 
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Alcohol and Specific Sites of Cancer 



Upper Aerodigest ive Tract 

cancers of the upper uerodiyestive tract (the mouthy pharynx, and larynx) 
appear to be related to heavy drinking in the United States and other parts 
of the world where these cancers occur with high frequency in men. Tobacco 
use and alcohol consumption each contributes separately to increased risk of 
cancer, and data suggest that heavy use of both has an additive and possibly 
even a synergistic effect in increasing risk (47) . Laboratory experiments 
indicate that alcohol and tobacco augment the carcinogenic effect of 7«-14«- 
dimethylbenzanthracene in hamsters and mice (14#S3), giving some laboratory 
support for this epidemiological observation. 

The use of tobacco in one form or another is the most important worldwide 
cause of mouth cancer ( 18) • This has been demonstrated in many studies of 
tobacco chewing, snuff dipping, the chewing of betel (mixed betel nuts, 
tobacco, and lime), beedi smoking (Indian home-trolled tobacco), and cigarette, 
cigar, and pipe smoking • Risk is further increased among people who also 
drink heavily fS3 ) • It should be noted that while cancer of the lip has been 
specifically linked to clay and metal pipe smoking, cancer of the skin adja* 
cent to the lips is related to exposure to the sun^s ultraviolet rays and not 
to alcohol or tobacco use, demonstrating the specificity of discrete sites to 
different carcinogenic factors. 

The roles of smoking and drinking in cancers of the upper aerodigestive 
tract have been difficult to separate due to the association of heavy drinking 
and smoking in the same individuals. One study ( 13) showed that 93 percent 
of the men and 91 percent of the women in a group of alcoholic outpatients 
were smokers, proportions far higher than in the general population. A recent 
preliminary report by Kissin et al. C7 } revealed that patients who had 
primary cancers of the floor of the mouth, the hypopharynx, and the esophagus, 
had a higher drink inq-*to^smoking ratio than patients with primary cancers of 
the roof of tho mouth, the larynx, and nasopharynx who smoked jnore 
than they drank. Since alcohol comes in closer contact with the ingestion 
tract** and tobacco smoke comes in closer contact with the inhalation tract, ^ 
the authors suggest a possible differential causative relationship, in 
addition, patients with cancer of the ingestion tract had a greater use of 
distilled spirits than did patients with cancer of the inhalation tract. 

Attempts to separate tobacco from alcohol as a risk factor in cancer of 
the mouth and pharynx require sophisticated epidemiological models. A four^ 
level gradation for each exposure to alcohol and a matrix of 16 relative risk 
estimates were used in a study by Rothman and Keller (47 ) . These estimates 
were plotted to permit inspection of either alcohol intake or cigarette 
smoking as the independent variable (Figure 1 and see Table 2) . The increasing 
slope of relative risk for the higher levels of both drinking and smoking 
Suggests the possibility of a synergistic effect, though based on this alone 
the simple additive moiel cannot be excluded. These findings support earlier 
reports 01 , 32 ) that the relative risk of buccal and upper respiratory tract 
cancer among those who use both alcohol and tobacco was greater than the sum 
of either risk alone. 

Toward the end of the 19S08 Wynder and his colleagues in a sprii^.q nf 
studies te3 #64 # 66 # found that patients with oral and laryngeal cancers 
were considerably heavier drinkers than control patients. By separating 
individual risk factors in oral cancer, the conclusion was reached (66 ) that 
**heavy drinkers** had roughly 10 times greater risk of developing can%.er of 
the mouth than **minimal** drinkers. When amount of alcohol consumed increased, 
the relative risk of cancer of the mouth, extrinsic larynx, and esophagus was 
also increased (Figure 2), much more so with whiskey than beer and wine $9) . 
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Figure 1. RELATIVE RISK OF ORAL CANCER ACCORDING TO LEVEL OF 
EXPOSURE TO ALCOHOL AND SMOKING (a) 





0 1 2 3 «• 5 8 7 8 9 10 11 12 13 14 16 ^ 

CIGARETTES PER DAY 

R'isk is expressed relative to a risk of 1.00 for persons who neither smoked nor drank, 
(a) 

Source: Rothman and Keller (47). 

Plotted with conversion of drtnktng scale from ounces of alcohol pet day to "'drinks 
per week/' Regression lines fitted by eye. 
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TABLE 2 

RELATIVE RISK OF ORAL CANCER ACCORDING TO LEVEL OF 
EXPOSURE TO ALCOHOL AND SMOKING <•) 



OuncMof 
Alcohol 
Pir Day 


0 


Ciflfirettt Equi«ilams Par O&t 
L<mthan20 20*39 


40orMort 


No aicohoi 


1.00 


1.52 


1.43 


2.43 


Ltss than 0.4 o2. 


1.40 


1.67 


3.18 


3.25 


0.4- l.5o^ 


1.60 


4.36 


4.46 


8.21 


More than 1.5 oz. 


2.33 


4.13 


9.59 


15.50 



a) Source: Rothman and Keller (47). 

Risk is expressed relative to a risk of 1 .00 for per^ '^o neither smoked nor drank. 
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Figure 2. RELATIVE RISKS OF DEVELOPING CANCERS OF THE ORAL CAVITY 
ESOPHAGUS. AND LARYNX BY TYPE AND AMOUNT OF ALCOHOL CONSUMED^'' 
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(a) Reproduced from Wynder and Mabucht (69) by permission of Academic Press. 
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It has been suggested that the heavy smoking might initiate and the heavy 
drinking synergistically promote laryngeal cancer (6^ ) • 

A case^^control study of oral and pharyngeal cancer among veterans led 
Keller (24 ) to conclude that there is a strongly positive association between 
drinking more than 1.6 oz« of absolute alcohol per day plus smoking 40 or more 
cigarettes per day and cancers of the mouth and pharynx. Of the cancer 
patients in that study # 43 percent were classified as **heavy drinkers*" (over 
1.6 o2« of absolute alcohol per day) compared to 20 percent of the control 
subjects. 

Other investigators (38,39,S7#60} have reported an apparent association 
between drinking and cancer of the mouth, pharynx, larynx* and esophagus that 
persisted when control subjects were matched for tobacco use. Lung cancer was 
found to be associated with tobacco but not with alcohol use, while cancer of 
the stomach, which has been declining in recent years, was associated with 
neither alcohol nor tobacco use« No association was found between cirrhosis 
Of the liver and cancer of the mouth, pharynx, larynx, or esopluigus. From 
these epidemiological indications Terris-end Keller (S7 ) inferred that alcohol 
can act as a carcinogen or co**carcinogen on susceptible tissues of contact but 
not indirectly through impaired liver metabolism. 

Research in France has provided important evidence on the relation of 
alcohol to cancer of several sites. Schwartz et al. (52) investigated 3,937 
cancer patients according to the amount they drank and whether they suffered 
from alcoholism— diagnosed by the occurrence of tremors of the extremities, 
spider telangiectasis, and morning drinking. They also studied another group 
of 1,807 patients to determine the possible interaction of alcohol and tobacco. 
The results showed that patients with cancer of the mouth, hypopharynx, larynx, 
and esophagus drank considerably more than the control subjects, even after 
adjustment for tobacco use and age (Table 3) * This relationship was particu*^ 
larly striking in cancer of the esophagus. Alcoholism was also significantly 
more coiomon among patients with cancers of the safae sites, and also yith can- 
cer of the tongue, even after adjusting for tobacco use and age. 

Three prospective studies of the drinking patterns of alcoholic persons md 
their risk of developing cancer have been conducted in Canada# Norway, and the 
United States (Table 4). The first study, by Schmidt and de Lint (49), a 
follow-»up of 5,000 men and 1,000 women treated at the Toronto Addiction 
Research Foundation between 1951 and 1963 showed that cancer of the upper 
aerodigestive tract occurred five times more frequently among the alcoholic 
persons than in the general Ontario population. 

In a follow-up to the end of 1962 of 1,722 men who had been treated for 
alcoholism in Oslo, Norway between 1925 and 1940, Sundby 66) showed that 
the men faced a multifold increase in the risk of death from cancer of each 
of the upper aerodigestive tract sites, nearly the same increased risk from 
cancer of the larynx, and a smaller increased risk of death from lung cancer. 
No excess mortality from cancers of the stomach, pancreas, liver, or intes- 
tines was observed. 

A comparison by Pell and 0*Alon2o (43 ) of 900 alcoholic employees of an 
American corporation with an equal number drawn from among 75,000 non«alcohol* 
ic employees of the same company showed that the alcoholic employees had a 
nearly fourfold excess of cancer deaths (26 cases versus 7) involving clie 
mouth, pharynx, esophagus, and lung. 

In parts of Asia (particularly India) , where drinking in the general 
population is relatively minimal and alcoholism is presumed to be rare, cancer 
of the mouth is among the most common neoplasms (Figure 3) . Tobacco is 
thought to be the most potent carcinogenic factor. Prolonged exposure of 
oral tissues to tobacco may result m leukoplakia, lesions which have a high 
risk of malignant transformation and are generally considered to be precan* 
cerous (15*) • The heterogeneous nature of the etiology of upper aerodigestive 
tract cancer becomes clear when the worldwide incidence is considered^ but 
heavy alcohol intake appears to be a significant contributing factor in the 
United States and other Western cojuntries. 

Malnutrition and anemia*«conditions common in alcohol ism-«>are also 
associated with increased risk of oral, hypopharyngeal, and esophageal 
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TABLE 3 

ALfTOHOL CONSUMPTION AND PERCENTAGE OF ALCOHOLIC PERSONS 
AMONG CANCER CASES AND NON CANCER CONTROL GROUP. 
WORKERS IN THE PARIS AREAU) 



(^anttty Consumed 



Parcentage of Alcoholic Persons 



Number 
of 



Ounces of 
Alcohol 

consumed 
dailylcl 



Gross Stgnificenee(l>) 
si(snific«nce(b) itvel after 
adjusted for 



Tobacco 



Tobacco 
and age 



% Gro« S9nificance<'>« 
iigntficancettt) level after 
adjusted for 



Tobacco 



Tobacco 
andaga 



Sitt of Ctnct 




















Tongut 


43 


52 


• •• 


• 




74 


• • « 






Buccal cavity 


23 


5.4 




• 


• 


83 


• •• 


• •• 




(oth«r loeationt) 




















OrophsrynK 


34 


4.9 








56 








HypoolurynR 




5.6 


#•• 


• 


• 


62 




• 


• 


Larynx 


63 


5.4 


• •• 




• 


61 




• 




Etopliagus 


100 


5.3 


• •• 






58 




• 


a 


Control group 


366 


4.0 








43 









(d'Sourca: Schwartz et al. (52) 
(t>)Signtf icanca levels are represented as follows: 
• p<05 
p<01 
### pCOOl 

(c)Each ounce of absolute alcohol is equivalent to 2 ounces 
of 100 U.S.*proof whisky. 



TABLE 4 

NUMBER OF DEATHS FROM CANCER AMONG ALCOHOLIC 
PERSONS COMPARED WITH DEATHS IN MATCHED CONTROL GROUPS 





Schmidt & OeLint 
(Toronto) 


Sundby 
(Oslo) 


Peil and O'Alonxo 

(U.Su) 


. Cause of 


Deaths 


Ratio 


Deaths 


Ratio 


Deaths 


Ratio 


Death 






Alcohoiic 
CfO<« 


Control 

U'OUP 


AlfdhOlic 


Control 
Group 


All Causes 


639 


315.2 


2.03 


1.061 


496.9 


2.14 


102 


32 


3.22 


Cancer 
(all forms) 


77 


58.1 


1.33 


118 


85.5 


1.38 


26 


7 


3.71 


Lung 
Larynx 
Orai(a) 
Esophagus 


30 
7 
6 
6 


13.9 
0.8 
1.7 
1.3 


2.16 
8.75 
3.53 
4.62 


19 
5 
22 
40 


5.4 
0.6 
1.7 
3.4 


3.54 
8.20 
12.94 
11.82 


5 
3 
3 
1 


2 
0 
0 
1 


2.50 

• 

1 00 


Number of 
Ptople 


5,395 Men 


1.722 Men 


842 Men 
57 Women 


Number of 
Person*vears 


34,445 


34.951 


4.260<»>J 



M Mouth and esophagus combined 
(b) Estimated 
* Indeterminate 
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Figure 3. INCIDENCE OF ORAL CANCER BY COUNTRY AND SEXU) 
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Reproduced from Higgmson and Muir (18) by permission of Lea & Febrger. 
Countries are listed m order of decreasing incidence of oral cancer in men. 
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cancer. This ir. evi lont in the rclatiunship of Humirier- Vinson syndrome 
with hypoph'trynq^dl c incer m Sw 'iish women (67) and thu increased incidence 
In that country or cancer of the mouth, pharynx, and esophagus with Plummer- 
Vinson syndrome relatcJ to iron and vitamin«»B-complcK deficiency in associated 
malnutrition (68). ^ rw-pt-irato .;tudy of American women with oral cancer (66) 
revealed a Plummer-Vjinr.on-l ike syndrome of qlnssitis, brittle nails, and 
early loss of tc^^t^r which appeared to bo related to dietary def ir irncies* 

Eight carcinomas of the mouth, pharynx or larynx wore found in a prospoc* 
tive study of 3,000 alcoholic persons, but none in 3,000 matched nonalcoholic 
control subjects (26). Significantly, the eight alcololic patients who 
developed carcinoma had longer averaae smoking and drinking histories than the 
noncancerous at/'Kcl *^ iv:b:t cts. ri;:aticn rf exposure to a carcinogenic fac- 
tor ^nC the IciterM peru^O it twrcn exposure .imi O*?volnffont of cancer are 
imi rfc: '^ant nr« ."ir. xor stuiJy ir und'^rstandimj prevf*nt4ci.. 

It *: •'^t irt. ro::». th^iV c»rsi*it(> tho issociition parotiJ gland nwellinq 
with exoossivc <inrVui^i, no asr-ociat^on hat fceci« ^hsoi'vvi; between i^arotid 
glanci rarcinoma arc- ilri-ynol intake. 

Esophagus 

The highest ir,cidem*e of cancer of the esophagus, a usually rapidly fatal 
diseise, is reported m the eastern Iranian province of Mazanderan, in the 
adjacent Kazakhstan .ind Turkmenistan republics of the Soviet Union, certain 
parts of Africa, and in the Brittany region of France. Alcohol consumption in 
these areas varies from almost nil in Iran to very high in Brittany. The wide 
differences in esophageal cancer incidence between the sexes and between adja- 
cent communities (58> indicate that external factors nay be important. In 
Western countries, where esophageal cancer occurs mostly in men, excessive 
drinking is thought to be a major contributing cause, with tobacco use playing 
a synergistic role (62, 6C ). 

In the United States osonhageal cancer death rates are now stable among 
White men hut increasing among non-White men (Figure 4). The reasons for this 
striking increase amonq non-White men require study and a careful assessment 
of their drinking and smoking habits. Increased heavy smoking and drinking 
among non-White men together with improved living standards, changes in diet, 
and urbanization hnve all been suggested as factors requiring investigation* 

A recent rctror.poctiv*.' study by Lynch (36) revealed that while there were 
only 2.7 cases of esophaq^al canu:r per 100,000 population la the United States 
in 19^7, 6^ percent of the patients with cancer of this site also had a history 
of alcoholism. A hiqiiei frequency of alcoholism among esophageal cancer 
patients than amon^ those with cancer of the colon has also been reported (23). 

Several investigators have shown a relationship between heavy drinking, 
especially of whiskey or other spirits. (5C,62 ), and enophageal cancer after 
correction for age and tobacco use (15,52 ). Smoking was found to play a 
lessor role than alcohol in esophageal cancer (52). Smoking, in the absence 
o£ heavy drinking, appeared to have little or no effort on the development of 
esophageal cancer (62). 

A correlation analysis in 41 states of the United States by Breslow and 
Cndstrom (4) showed that alcohol consumption was related to increased risk 
of esophageal cantM.*r mortality among both White men and White women. 

Other environf**^ ntal factors, however, may also [lay a role in the patho- 
genesis of esophaaoal cancer (27). An cpidemiolouiral analysis of mortality in 
the united States from *^sophageal cancer shi>wed a significant correlatior 
i)etweon urbanization and per capita cigarette and alcohol sales i^f^) % Atter 
partial correlation coef f irients were calculated to remove the eftect of the 
other indeprnd€^nt variabloSi urbanization still remained significantly 
corr<iiated witn i^ophagcal canrer. Poverty and the particular hazards of 
certain occuput ioi.s may also contribute heavily to risk (36). Bartenders, for 
example, have boon found twice as susceptible to esophiaeal cancer as the 
general population (16). 

Malnutrition may be a contributory factor in areas, such as parts of 



Figun4. MALE DEATH RATES FROM CANCER OF THE ESOPHAGUS. U^A. 19S0-1967(a) 




(a)Source: Burbank (5) 
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Asia, where the ini. idcnce of esophageal cancer is amonq the highest in the 
world but heavy drlnkina is relatively rare ( 27# 28 )• 

Since malnutrition is widespread in Africa but esophageal cancer rates 
vary greatly there (9), it appears that other external ^actors must be playing 
a part. 

In Sweden # iron and vitamin deficiency in women with Plununer-Vinson 
syndrome has been related to the development of esophageal carcinoma (1, 62 
In Puerto Rico, Martinez (39) found that in addition to suffering from iralnu* 
trition, 400 esophageal cancer patients also used more alcohol, tobacco, and 
hot beverages than control subjects. 

In a caso^control study of esophageal cancer in Singapore Chinese and 
certain Chinese dialect groups. Do Jong (11) found that men with esophageal 
cancer drank more samsu, a strong local liquor, than others. The custom of 
drinking of all beverages, incluiling coffee and tea, at "^burning hot" tempera- 
tures appeared to bo a stronger risk factor for both sexes, however. 

In certain parts of France, Tuyns 68 ) has shown that mortality from 
esophageal cancer is more highly correlated with mortality from alcoholism 
than with mortality from cirrhosis. Since deaths from alcoholism occurred 
aunong those who drank primarily distilled spirits, the higher mortality among 
this group from esophageal cancer suggests that the alcohol strength of the 
beverage may more importantly influence the development of esophageal cancer 
than the guantity consumed by the individual, even when it was sufficient to 
cause cirrhosis. There was no Department in France with a high esophageal 
cancer rate that did not also have a high alcoholism rate. Yet alcoholism was 
not the sole factor since in three Departments (Ardennes, Haute-^Savoie , and 
Savoie) no increased rate of esophageal cancer was found despite the high rate 
of alcohol iam. This pattern suggested that alcohol may be the vehicle or sol* 
vent for a carcinogen present in certain spirits (those mainly used in western 
France) and not in others (those used in Savoie or Ardennes) . It may thus be 
that the content of the specific beverage (alcohol as the solvent for carcin** 
ogens) is more important than the quantity consumed. 

Brittany is a small geographic area of western France in which there is 
an extremely high incidence of esophageal cancer among men*«*over 50 cases per 
100, COO population*^-but this varies widely within well-defined boundaries (59) « 
This area, with a very high rate of alcoholism was chosen by the International 
Agency for Research on Cancer as an excellent place to study the effects of 
heavy drinking, particularly to determine why certain individuals develop 
cirrhosis while others develop esophageal cancer or psychiatric disturbances 
such as delirium tremens. 

The esophagus is the most common site of cancer in men in certain regions 
of eastern and southern Africa (9). It has been suggested that some local 
alcoholic beverages made from maize, such as kachasu, contain carcinogens. 
Nltrosamines and the zinc content of the beverages have both been suggested 
aa possible exogenous factors, but there are regions in Africa with high rates 
of cancer of the esophagus where neither of these contaminants is found in 
the local beverages ( 3, 7 , 8 , 40 ) . 

Primary Liver Cell Cancer (Hepatoma) 

In Europe and North America, according to Higginson and Muir (18) # the 
kind of person in whom primary cancer of the liver is most likely to develop 
ia an alcoholic person with cirrhosis. A relationship clearly exists between 
liver cell cancer and alcoholic cirrhosis, though liver cell cancer is not 
common in Western countries. Some researchers have suggested, ho%iever# that 
it may be more prevalent in Europe than has been previously assumed (22) . 
Worldwide, 60 to 90 percent of all liver cell cancer arises in cirrhotic 
livers. In areas where hepatoma is most common, viral hepatitis resulting in 
cirrhosis and subsequent neoplastic change has been implicated as one etiolog* 
ically important factor (10,4€ ). 
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In the United States r hep^^toma incidence* of 30 percent in alcoholic 
cirrhosis and only 11 pi^rcont in nonalcoholic cirrhosis was reported by Lee 
(33). Current eviaence thus indicates that alcoholic rather than posthepatitic 
cjirrhosis is the more important factor in liver cell cancer in the United 
States r though in other parts of the world this does not appear to be true. In 
Japan the association of hepatoma with post-*hepatitic cirrhosis was far great- 
er than with alcoholic cirrhosis «p. \. in Southeast Asia cholangiocarcinona 
is associated with liver disease secondary to parasitic infestation 81 )• 

The most critical element in the development of primary cancer of the 
liver t according to a revievf by Kissin and Kaley 67 ), seems to be the type of 
underlying liver pathology. Several investigators have found that cancer 
develops characteristically in livers with large nodular hyperplasia <ll , 54 ) » 
a stage of cellular regeneration that may occur in the healing process in 
cirrhosis. Cancer thus seems to occur in livers with marked regenerative 
activity, reaardless of the cause. This agrees with the observation of 
Lowenfols 05 ) that patients with well-established cirrhosis who stop drinking 
may still develop tumors. Furthermore, a higher incidence of hepatoma was 
observed in mild and healed alcoholic cirrhosis than was observed during the 
severe acute stage of cirrhosis (48). 

In Southwest Africa and Southeast Asia, where cirrhosis is uncommon # 
hepatoma is frequent, but in areas where the Incidence of cirrhosis is highest 
(Chile, Prance, Mexico # the United States) , hepatoma is rare, suggesting that 
some carcinogenic agent not related to cirrhosis is involved in the hepatomas 
of Asia and Africa (17). The most probable is aflatoxin, a toxin from the fun- 
gus Aspergillus flavus » which is often found as a contaminant of peanut meal 
(42). in Japan, many foodstuffs # as well as sakA# are treated with these fungi 
to inqprove flavor. The association between ingestion of sakA made from rice 
with cirrhosis of the liver and hepatoma has led Sakurai (18) to speculate that 
other toxic fungi may be operative in causing liver cancer. 

Cancer of the Lung 

The r/parent relationship betw«$en heavy drinking and cancer of the lungs 
and air passages may be a statistical artifact. Heavy drinkers are frequently 
heavy smokers, but not all smokers drink heavily (27). Since heavy smoking is 
closely correlated with cancer of the lungs and bronchi, heavy smokers might 
be expected to drink more than control subjects. It has been suggested that 
a higher alcohol concentration in the alveoli and the bronchial system might 
potentiate the carcinogenic effect of tobacco, but data to support this postu^ 
late are not available. 

Cancer of the Pancreas 

In the last decade cancer of the pancreas has become the third leading 
cause of cancer death among men 34 to 54 years old in the United States, 
particularly among Black men (2 » 27)* Since Blacks in this age range work in 
certain industrial occupations in disproportionate numbers, and drink and 
smoke more than White men of the same age, it has been speculated (29) that 
these factors may be associated in causing this cancer. Some investigators 
believe that pancreatitis often associated with alcoholism may be the mechanism 
that closely links alcoholism and cancer of the pancreas 0). A prospective 
study of Japanese men, described below (19), has given preliminary indications 
that heavy drinking is related to increased mortality from pancreatic cancer, 
and researchers conducting a prospective study in Norway are finding a similar 
trend (22 ) • 

Cancer of the Large Dowel 

Several investigators have postulated a relationship between cancer of the 
large bowel and heavy beer drinking, but the results of various studies have 
not consistently supported this hypothesis (ig , 44, 55#«7i)« Breslow and 
Endstrom (4) have correlated the per capita consumption of cigarettes, spirits^ 
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wine, and beer, in 41 of the United States, as estimated from tax receipts with 
the annual age-ad}usted rates of death from cancers of 20 sites between 1950 
and 1967. The strongest single association was between rectal cancer death 
and beer consumption. This finding is consistent with data from 20 other coun- 
tries. To explain how beer rather than other alcoholic beverages could influ- 
ence cancer of the lower bowel, Draser and Irving (12) have hypothesized that 
dietary constituents may influence bacteria and steroids in the gut and, thus, 
the concentration of possible carcinogens. Further study of the effect of 
heavy beer consumption on these factors is indicated by this correlational 
study. It is hazardous to draw conclusions from correlational data based on 
population samples because they cannot take into account the long latent 
periods of most cancers and the possibility of multiple and interacting agents. 
Nevertheless, data such as these warrant further research into the relationship 
between beer drinking and large-bowel cancer. 

Cancer of Other Sites 

Some investigators (43, 56} have found an association between alcoholism 
and prostatic cancer, but others have not (51, 70), Prospective epidemiologi- 
cal studies which consider alcohol among the significant variables are needed. 

Since alcohol reaches the stomach in relatively strong solutions, the 
possibility of a link between drinking and gastric cancer has been explored. 
A study by MacOonald (3') revealed an excessive incidence of alcoholism in 
patients with cancer of the cardiac (upper) portion of the .stomach. The 
greater ratio of men to women affected (Table 1) would al ^ avor this possi* 
bility. Stomach cancer has been decreasing in recent yea^w i the United 
states, even though there has been an apparent increase in ^ . consumption of 
alcohol, espscially in the form of spirits, and perhaps in r prevalence of 
alcoholisn. Thus, other active factors may be responsible (J4). 

Btechanlsms of Pathoqenesis 

The clear association between heavy alcohol consumption and cancer of the 
.upper aerodigestive tract, esophagus, and liver, and its possible association 
with canoer of other sites, have led to intensive speculation about and study 
of possible carcinogenic mechanisms. The cause of cancer at any specific site 
is now generally viewed as probably involving the interaction of several fac- 
tors i slcohol may be one of these factors in certain sites. Some of the possi- 
ble mechanisms by which heavy drinking might increase the risks of cancer in 
specific body sites are: 

—Alcohol may act by augmenting the cancer-inducing effect of other agents, 
such as smoking. The combined effect of alcohol and tobacco may be more 
than the sum of the two— it may be synergistic. Thus, either heavy 
smoking or heavy drinking increases a person's risk of developing oral 
cancer, but the risk resulting from both together is greater than the 
sum of the risk of either one alone (47 ) . 
— Ethanol itself, especially in strong solutions, may act as a direct 
irritant to mucosal cells, making them more vulnerable to other carcin- 
ogens, or it may serve as a solvent or vehicle for cancerogenic trace 
substances. Nitrosamines, aflatoxin, and other congeners present in the 
alcoholic beverages used in various parts of the world have been impli- 
cated as possible carcinogens. 
•-Malnutrition associated with alcoholism, specifically as it affects the 
integrity of the mucosa, is a possible carcinogenic mechanism. Specific 
protein, iron, and vitamin deficiencies have also been suggested as 
perhaps important carcinogenic factors in the malnutrition of alcoholism. 
—By producing cirrhosis, alcohol may lead to an altered metabolism of 
carcinogens in the liver so as to enhance their carcinogenic effect. 
Some factor related to regeneration of liver cells during the healing 
process of cirrhosis has been suggested as a possible pathogenic 
mechanism by which hepat^a may develop in alcoholic patients with 
cirrhosis. 
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Finure 5. DEATH RATES FOR CANCER OF THE ESOPHAGUS IN MEN 
BY SMOKING AND DRINKING CHARACTERISTICS. JAPAN 1970 (•) 




NONORINKERS DRINKERS 



Source: Hirayama (191. The number of person years observed varied 
from ) 9,000 to 95,000 in the several groups. 
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— In canrer of tiv.- upper aorodigostlve tract* increased local exposure 
of tlnsues through a decrease in saliva volume and local pooling of 
ealiva-conteirinq carcinogens (such as tobacco tars) during intoxica*- 
tion— which would prolong exposure to a concentrated carcinogen—is a 
mechanism hypothesised by Kissin and Kaley (27). 

Current and Future Research 

The first larr.^^^ prospective study of the relation of alcohol to cancer 
is beino carried ou«- by Hirayaroa (19) in Japan, where 265,000 men aged 40 
Vi».T«! jra o^'er worp *.nrollefl ast a cohort in 1965. Smokers so far have a 
tnro«»f?ld higher rir.k of dying from lung cancer than nonsmoleers and those irtio 
both sxolced and dr*nkhavean ev«n -jreator risk. Mortality from cancer of the 
pj.^c?e »a and liver wne also above expected levels, but of particular interest 
was th*: obJiervntion that nmokers who rtid not drinK showed no greater risk of 
9ticp')a7'£al ca'^ccir than nor. smokier a, while those whr both drank and smoked ran 
a thrftstold highe: risk. No esophageal cancer deaths occurred among drinking* 
nor rer.; 22.5 deaths {""sr .100,000 nian-years occurred among drinking 
light sr.okers; arr! 27.9 deaths per 100,000 man-years among heavysmoking 
drinKor? (ri-juro S) . . ^ * 

I. J.* jmpcTfjrt note t»dt not enough time nay have elapsed for 
d»5vcl-"»sncnt of f-'soD^in.joal oancfr among the nonsmoking drinkers. The latent 
pcric'd tor cm-jro lirontally rclflteU cancers is often 20 years or more, and 
sinc-^ cigarette s^^ivina m J-at^an is primarily a post-World War II phenomenon, 
the enoving tactor nay' have ha<» only a meager effect so far. It is difficult 
to assess the l.'to^ action of multiple factors at this early point in the 
stud*'. 

A lar;*^ proswectivc study of a million people in the United States being 
conducted ♦.h«-^ Aa»cricd». Cancer Society (2) will become an important source 
of similar f nforw-sti* n .luout an American population. Both prospective and 
r<*tr»)8 *«»crlve ^'^a Hi^s Ar#» nairj^red by the reluctance of people to report 
n3curately how mu^n th«»v dr .nk. Underestimation of intake may have biased 
previous studies, particularly retrospective ones in which the relationship 
of alcohol and cancer was known to be under examination. Prospective studies 
may able to :'»bt.8ir: wore accurate data about drinking since a wide spectrum 
of Questions abcu* personal hdl.its can be asked. , , w » ^ 

' in additinn o th«.» lanif -scale prospective studies of alcohol and cancer 
in J.i?an anc tho :;r.ite.i star*is, t.hp World. Health Organization's International 
Aqcnry for Research cn Cancer (lAPC) in Lyons, France, with support from the 
U.S. Nfltiona: Ir.Rtitot« rr Alcohol Abuse and Alcohf^lism, has intensified its 
epidemiological r'»B<»'Tr<?h on tn«? possible relationship of alcohol to cancer in 
its vartaus forinn and «;.trs. 

Psrospectivc studies now under way in Norway may clarifv scne 
of the possible relationships and provide leads for more specific studies of 
cancer-promorjn-> •aorhanistas involving alcohol. Preliminary results from 
studies m th«» Un«ttsr Kincdom cf patients with alcoholic cirrhosis show a 
signif icant rela«-ion8iiir between heavy drinking and primary liver cell cancer 
( 22) • 

Tw IA9C oxp'.»-t>» to complete these studies, as well as those in France 
mentioned ereviousJ*', in 1974. Their findings and irore definitive interpreta- 
tion ni the rcsulTs r?»v Vip clarify the role of aicohol amcna the spectrum 
of onvironrental v-,riablos n lated to the developnont of cancer. 

Ii* the f;:t'.r-:, invent icta;ois will have to begin improving the methodology 
of aloholisn* «r.d vaaser studies. What is meant by •'excessive," "heavy," and 
"light" drinkini ?^uRt be «rellt'd out far mere carefully. The form, amount, 
and du.-atlon cf aiponoi intfrtko must be so defined a« to be replicable in 
^tudiT.. Steady v^r^us "binae" drinking also needs to b*» examined. The 
deve'o'»m'»n- rf rr^'M ouosiMrnr.airtfS to as&ess alcohol i«t«V.c must take these 
distinction? into o-onsi deration. The lAFC (22) has suggested that a uniform 
way to renott ai-?nhoi intake be develcped and adopted ir.ternatiorally , perhaps 
88 gxar.8 pet dfl^ uer kilogram oi body weight or pc? body surface area. Dura- 
tion oJ dr-nKir.ej c&uM be expressed in kilogram-years, as cigarette smoking is 
cxpresMt*. ir. pack-yearr. 
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tpidemio logical rest arch is urgently needed in several specific areas. 
' ong-tcrro prospect ivo studies of aloohol consumption and the range of cancers 
Jiat eventually appear in various populations should be undertaken. Follow- 
Mp investigations of cohorts of patients with alcoholism studied for drinking 
•At terns and eventual cancers will provide useful information. The lARC 
suggests that methodological imi^rovomont would result from standarc! i2inQ 
protocols for case and casi—control studies. 

Chemical analysis of the different al>'oholic b*^voraqos consumed in 
various parts of the world is aiso urgently needed. Screening of spirits, 
wines, ciders, and beers for the presence of known activo caicinogens such as 
polycyclic hydrocarbons, nitrosamines, mycotoxins and lactones will begin to 
provide leads about the natu^re of the alcoholic drink consumed and the disease 
that results (22 ) . 

The biological destructiveness of heavy drinking in the form of Increased 
risk of cancer m several sites has received scant attention from the health 
professions, and in consequence the public has received little education about 
this particular hazard of excefjsive drinking. Understanding the psychological 
and social factors involved in excessive and prolonged drinking is important 
In finding ways to prevent certain cancers whose incidence has greatly 
increased in various 9roup5. 

Summary 

Clinical and opidemiological studies have implicated the excessive use 
of alcohol, especially when combined with smoking, in the development of 
certain cancers. Cancers of the mouth, pharynx, larynx* and esophagus and 
primary cancer of the liver appear to be definitely related to heavy alcohol 
intake in the United States and parts of the world where these occur with 
high frequency in men. Heavy smoking and heavy drinking seem to be particu-* 
larly implicated (perhaps exerting a co-carcinogenic effect) in niouth, pharynx, 
and larynx cancer where heavy intake of both has not only an additive but 
apparently a potentiatino effect in Increasing ri8k« Cancer of the esophagus is 
associated with heavy consumption of distilled spirits in the western coun- 
tries. Primary livor cell cancer, while not a common cancer in the United 
States, is more often seen in persons with a history of chronic heavy 
alcohol consumption. Cancer of the pancreas may also be associated with 
alcoholism. ^ 

There is a rising incidence in the Unites' States of cancer of the mouth, 
pharynx, larynx, esophagus, and pancreas in ncn*White men, and the relation- 
ship of this increase to alcohol use as well smoking requires further 
investigation. On the other hand it remains to be clarified why there has 
been a decline in the rate of cancer of the st^^mach in the United States in 
recent years while the consumption of alcoho.. hae apparently Increased. 

There are wide geographic and sex varia'^t^na n the Incidence of cancers 
thought to be linked to alcohol, particular!; r-^ v^c of the esophagus, and 
these variations must be borne in mind in an/ -rtuuv of the causes of those 
cancers. Research to determine whether cert^M^ -2 voholic beverages may 
contain carcinogens and further study of the pC»-'-<ble association of alcohol 
consumption to cancer of certain sites is of vi*.'. importance in assessing 
the role of alcohol as one additional environ*r<^<t« . factor in the spectrum of 
exogenous agent r in cancer. 
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2. Alcohol and the Heart 

Heart disease is the principal cause of death by illness in the United 
States. Although the causes of various heart diseases are not yet fully 
understood, concern about the possible role of alcohol as a cardiotoxin has 
been growing. However, there appear to be contra'lictory findings in two 
different phases of research on heart disease. 

On the one hand, there is evidence that, unlike smokin;; or high blood 
pressure, alcohol is not a significant risk factor associated with heart 
attacks, more accurately tented coronary heart disease. Some of the evidence 
comes from autopsy studies of known alcoholic decedents coRf>ared to non- 
alcoholic populations (4,9)* Other studies of non-alcoholic populations have 
indicated that moderate alcohol use is actually associated with a lower risk of 
heart attack, raising the guestion whether small amounts of alcohol may play a 
slightly "protective" role against coronary heart disease (3,8). 

On the other hand, recent clinical studies as %rell as experimental work on 
cardiontyopathy, a disease of the heart muscle rather than of the coronary blood 
vessels, have indicated that even moderate amounts of alcohol can stress tissue 
of the cardium, or the main heart muscle. Numerous medical reports have veri- 
fied the occurrence of fatalities due to cardiomyopathy in alcoholic persons, 
even where malnutrition, which fomerly was a main cause of heart disease in 
alcoholic persons, was not involved. The disorder has therefore been commonly 
labeled alcoholic cardiomyopathy, although the mechanism whezeby alcohol could 
cause the dbserved tissue damage has not been elucidated (1,5). 

Such contrasting findings con^licate preventive health care policies as 
wall as physicians' advice to patients regarding alcohol use. Horever, the 
possibility of alcohol having both beneficial and harmful effects is not 
necessarily a contradiction. Cardiomyopathy and coronary disease are two dis- 
tinct types of heart disease, involving different parts of the cardiovascular 
system. The recent knowledge about cardiomyopathy was reviewed in the First 
Report on Alcohol and Health (7) . The following discussion will attempt to 
clarify the knowledge up to now about the relation of alcohol to coronary 
heart disease. 

Coronary Heart Disease 

For the past two decades the National Heart and Lung Institute has spon- 
sored a number of studies that follow groups of persons for 10 to 20 years to 
discover those characteristics that predict heart attacks; sons of these 
studies included alcohol use aS* 9 potential risk factor. The Framingham, 
Massachusetts, study was the earliest such effort (3). That stu^ reported 
some association indicating that the incidence of certain types of heart 
attacks was less in drinkers than in nondrinkers. Two projects, the Tecumseh 
Health Study (6) and the Los Angeles Heart Study (2), have carried out special 
analyses of their data in the hope of shedding more light on the relationship 
between alcohol and coronary heart disease. 

The Tecumseh Health Stud^ began at the University of Michigan in 1959 with 
intensive physical examination of nearly the entire adult population of 
Tecumseh, Michigan, a small rural conanunity 55 miles southwest of Detroit. 
These persons were followed for a period of 8 to 10 years, with additional 
physical examinations in 1962-65 and 1967-69. A special analysis of the 
Tecumseh data revealed fairly complicated relationships between alcohol use 
and coronary heart dis.ease (6 ) . 
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Alcohol use was mcasurod when the study beqan in 1959} the incidence of 
heart disease was assessed throughout the 8 to 10 year study period* Figure 
I shows the incidence of coronary disease in men aged 45 to 59 at the start of 
the study. Persons who never drank have the same rates of coronary heart 
disease as those who drink at either lighter or heavier levels (8 events per 
1000 person*years) • On the other hand, persons who were former drinkers but 
who stopped drinking prior to the start of the study were more than three times 
likelier to experience a heart attack than the other three groups (25 events 
per 1000 person-years, combining both drinking levels)* It should be noted 
that for the purpose of this analysis, lighter drinkers are those who consume 
4 ounces or less of alcohol per week and heavier orinkcrs are those who consume 
more than 4 ounces of alcohol per week, 4 ounces being equal to about 10 ounces 
of distilled spirits* Heavier drinkers are not necessarily problem drinkers 
or alcoholic persons* 

It is not clear at this time why the forme r«*drinking group has a higher 
rate of coronary disease* Former drinkers did not differ from the other groups 
with regard to risk factors known to predict heart disease, such as blood 
pressure, blood cholesterol level, or cigarette smoking* A special inquiry 
about the reasons why these persons stopped drinking revealed 20 to 25 percent 
citing health reasons* It is possible, then, that the former-drinking group 
represents persons in poorer health than the other groups — in spite of similar 
blood pressure or cholesterol levels**- leading to greater susceptibility to 
coronary disease* 

tJhether or not alcohol had caused their poorer health is not clear* The 
former lighter drinkers— persons who drank 4 ounces of alcohol per week or 
less— have coronary rates almost as high as the former heavier drinkers, yet 
there is no evidence that alcohol consumption at this level is physically 
damaging* Moreover, the heavier drinkers who had not stopped drinking show 
rates no different from those who never drank at all* Thus, if alcohol was the 
causal factor in the former-drinking group, it had an adverse effect only in 
this relatively small sub-population* 

Another possible explanation of these results would be that the cessation 
of drinking itself causes the higher rates* This would imply that in an 
organism accustomed to alcohol, cessation of its use could cause coronary 
disease « But at present there is no known physiological basis for such an 
effect* 

Many heart studies have established that certain characteristics are 
associated with higher risks of coronary heart disease; as mentiwed earlier, 
three of the most consistent risk indicators are blood pressure, cigarette 
smoking, and cholesterol level. Middle-aged men with high levels of blood 
pressure, smoking or cholesterol are two to three times as likely to have heart 
attacks as those with lower levels* In an attempt to further clarify the rela- 
tionship between alcohol and heart disease, the Tecumseh study examined coro- 
nary disease rates and alcohol consumption in both low-risk and high-risk 
persons* 

Figure 2 shows the relation between coronary disease and alcohol use in 
lower-risk men according to blood pressure, smoking and cholesterol. The 
relationships are complex* There is no consistent pattern when the two classes 
of drinkers are compared with lifetime abstainers (never drank); but the rates 
are generally low in both those who never drank and in heavier drinkers* As 
in Figure 1, former drinkers have the highest rates except in the case of low 
cholesterol. 

The results in the high-risk groups are shown in Figure 3* As was to be 
expected the rates are consistently higher than in the low- risk groups* Inter- 
estingly, the two drinking groups have lower rates than the never-drank and 
former-drinking groups of men with high blood pressure and men who are heavy 
smokers* Uut among men with high cholesterol levels, heavier drinkers have 
higher rates of heart disease than abstainers* The most striking relation- 
ships, however, are found in the former drinkers* Men with high blood pressure 
or with high cholesterol levels who stopped drinking have rates four to five 
times greater than most of the other groups. Only in the heavier smoking 
group is the rate of the former drinkers no greater than that of the 
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Figure 1. ALCOHOL USE AND CORONARY HEART DISEASE RATES IN 
MEN AGED 45-59 AT THE START OF THE TECUMSEH STUDYU) 



28-1 
26- 
24- 
2 22H 
I 20 

i 18-1 

8 

0 16- 

1 14- 
12- 
10- 

8 

6- 
4- 
2- 



8 
c 



I I Never Drank 

Lighter Drinker (t)) 
Heavier Drinker (^1 



8 



Never 
Drank 



8 




8 



Drinkers 



23 



27 



y.-.-.-.'.'w' 



Former Drinkers 



(a)source: Tecumseh Health Study (6). Heart disease was defined as myocardial infarction or 

death by coronary heart disease. 
<b)Lit|hter drinking was defined for this analysis as 4 ounces of ethanol per week (about 

10 ounces of distilled spirits) or less; heavier drinking as any larger amount. 



Figure 2. ALCOHOL USE AND CORONARY HEART DISEASE RATES IN 
LOW-RISK MEN AGED 45 TO 58 



28 




Men with Men sntoking less than 20 Men with 

low blood oressure(e) cigarettes per day low ctidesteroltl') 



tower twO'thirds of distribution (systolic pressure lower than approximately 
150mm.Hg) 

(blLower two^thirds of distribution (approximately 250 mg* per 100 ml. or lower) 



95 



f tSure 3. ALCOHOL USE AND CORONARY HEART DISEASE RATES IN 
HIGH-RISK MEN AGED 46 TO 59 
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abstainers* V^inco the reasons why they stopped drinkinq are unknown, however, 
no conclusions can be nado about the exact role of alcohol in any of these 
ciifCering rates « 

The results of the Los Angeles Heart Study are in the same direction, 
indicating that alcohol is not a risk factor for coronary heart disease {2). 
The data showied some tendency for drinkers to have lower coronary rates than 
non-drinkers, but the relationship was not statistically siqnificant* There 
was also some evidence consistent with the Tecumseh findings, that persons who 
decreased or stopped their drinking over the 12«year duration of the study had 
higher rates of coronary disease* Here again, the most likely explanation may 
be that persons in poorer health arc more susceptible to heart disease and—* 
perhaps on advice from a doctor*-arc also more likely to reduce their drinking 
or stop it altogether. 

Summary 

tniile the data reported here are by no means sufficient to establish a 
protective role for alcohol arrong persons with high coronary risk character*- 
istics, for most persons the use of moderate arounts of alcohol does not seem 
tc have detrimental effects leading to coronary heart disease. On the other 
hand, the higher rates of heart disease among former drinkers suggests a need 
for further research to discover the reasons why persons who stop drinking 
are more likely to have heart attacks. • 
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3. Alcohol and Liver Disorders 



Cirrhosis of the liver is a major cause of incapacitating illness and pre-* 
mature death in alcoholic persons* Mortality from cirrhosis has risen to the 
point that in larrrc urban areas cirrhosis represents the fourth laroest cause 
of death between the aqes of 25 and 45. In New York City it has been reported 
that cirrhosis, most of it probably oriainatinq from alcoholism, ranks third 
as a leading cause of death between the aaes of 25 and 65 (11). Not all those 
affected with cirrhosis are alcoholic people, however, nor do all alcoholic 
persons develop cirrhosis. The exact relation between alcoholism and cirrhosis 
has thus remained somethina of a medical mystery and the subject of intense 
debate* In oeneral, the concept has prevailed that excessive intake of alcohol 
by itself is not sufficient to produce cirrhosis and that other factors must 
play a key role. 

Some investiaators have believed that the major factor in the causation of 
cirrhosis was dietary deficiency. According to this theory, an adequate diet 
should prevent the severe chronic liver disorders seen in alcoholism* More- 
over, observations in nan have suggested that steatosis or fatty liver does 
not inevitably proceed to the crippling state of cirrhosis, but that an inter* 
mediary link of hepatitis^-characterized by inflammation and necrosis of liver 
cells— is required to produce this chanqe* Hepatitis, however, has not been 
produced in experimental animals. One result of this failure was that the role 
of diet in possible recovery, when this intermediate stage had been reached, 
could not be established. 

Whatever may ultimately prove to be the pathogenic mechanisms leading to 
cirrhosis in alcoholic persons, it is important not to foraet that a laroe 
proportion of these people will have serious vitamin and other nutritional 
deficiencies. Those concerned with the care and treatment of alcoholic 
patients should therefore continue to stress the importance of good nutrition 
as adjunctive therapy and should be on the alert for signs of nutritional 
deficiencies* 

In recent years, a aroup of investiqators. Doctors Lieber and Rubin and 
their associates, have carried out new experiments which give promise of clear^ 
ing up some of the mysteries and problems surrounding the question of liver 
Injuries due to alcohol. 

The most common effect in the liver after alcohol intake, which may occur 
after intake of loss than intoxicating amounts, is fatty liver— an accumula* 
tion of lipid or fat in varying portions of the liver cells. Rather large 
differences in the lipid content of the liver have been observed in alcoholic 
persons, in whom this type of liver disorder is most commonly encountered. 

Patty liver has been generally regarded as a subclinical disorder, in that 
it appears to have few functional effects (9) and is reversible upon cessation 
of alcohol intake (6). It is possible, however, that the classical fatty liver 
seen after an alcoholic bout may not be so innocuous as was previously sup- 
posed. Recently a syndrome of sudden fatty-liver deaths has been described 
(5), and it has been reported to he an important cause of sudden death in 
young individuals between the aqes of 25 and 44. These deaths generally occur 
outside of a hospital and are usually unwitnessed. Also, in young women who 
have been drinking alcohol to excess and eatino poorly, huge fatty livers may 
exceptionally result in fatal hoi^cikic failure. 

Aside from the mentioned exceptions, alcoholic hepatitis is a more serious 
condition than fatty liver both from the point of view of prognosis and from 
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the prcsentinq clinical manifestations. It may show itself sonetiines with 
dramatic symptoms but frequently is insidious (15). This condition involves 
an Inflanmatory reaction of the liver, alteration in the structure and function 
of its cells, the pres-jnco of necrosis, the appearance of alcoholic Iiyaline, 
and, finally, a diffuse fibrosis of the liver. These events, which by them- 
selves can have siqnificant mortality and morbidity, are nenerally considered 
to be precursors of the subsequent and most serious phase of alcoholic liver 
disease, cirrhosis (ID. 

Althouah the continuity between chronic fatty liver, hepatitis and cirr- 
hosis has lonq been puspecte:?, the question of the pronression o* those 
-Injuries has never been rosoived. The difficulty was tho absence of an effec- 
tive animal model in which all the chanaes and the circumstances leadinq to 
then could bo demonstrated. Rats, for example, the animals most often used in 
such experimental attempts, usually refuse to drink sufficient amounts of 
alcohol to develop liver injury if their diet is adequate. The aversion of 
rat^ to larae amounts of alco^ol was cotjnteracted by the introduction of a new 
technique: alcohol was fed as an interaral part of a nutritionally adequate 
totallv liquid diet (2,7). With this procedure, the animals were forced to 
consume alcohol sufficient to produce a fatty liver despite adequate dietary 
intake. 

Thouqh the rats fed alcohol in liquid diets developed a fatty liver, they 
did not develop the sevtirer forms of liver injury seen in alcoholic persoMS-- 
hepatitis and cirrhosis. The experimenters wondered whether this failure miqht 
be due to the fact ♦•iiat the amount of alcohol which the rats could be induced 
to take even as oart their liauid diet was limited tc36 percent of their to- 
tal calories. This was equi^alont to an intake of about half a pint of wnisky 
daily by a man, and miftht be less than the averaqe alcohol consu«q»tion of 
alcoholic persons. Of potent i<il importance was also the fact that whereas in 
the human the development of cirrhosis requires 5 to 20 years of heavy alcohol 
intake, the rat only lives about 2 years. To overcome these difficulties, the 
experimenters turned to the baboon, a species which is lonq-lived and phylo- 
qenetically closer to man than the rat. 

Altoqether, 32 baboons were used in the study by Rubin and Lieber (12,13). 
The animals were housed in individual caqes, and first were qiven a custom- 
made protein-rich biscuit diet with 34 percent of the total calories as pro- 
tein. For half of the baboons, enouqh alcohol was added to their drinkinq 
water to make a solution of brrcween 4 and 5^ percent. Their food and fluid 
intake was measured daily. The other half 'of the animals, as controls, re- 
ceived the same amount of biscuits but instead of alcohol they were aiven a 
dextrin-maltose mixture in their drinking water, l^hen the calories contained 
in the water-alcohol solution were added to the biscuits, the over-all compo- 
sition of the diet was as foll'^'s: 20 percent of total calories as protein, 
14 percent as fat, 30 percent as carbohydrate, and 3fi percent either as alco- 
hol or, for the controls, additional carbohydrates. The animals also received 
dally a multivitamin preparation, which provided more vitamins than the recom- 
mended amounts (4) for the baboon. 

With this technique, the animals fed alcohol developed procressively a 
fatty liver, whereais the controls remained normal (9>. The fatty liver pro- 
duced resembled the human variety in all respects, tiith this level of alcohol 
intake, however, no hepatitis or cirrhosis developed, even when the dietary 
protein was restricted to 7 perc'»nt of total calories. In the control animals, 
when the protein intake was 7 to 20 percent of total calories, the structure of 
the liver remained normal, but after a reduction of the protein to 4 percent, 
the livers showed some lipid accumulation. The effect of alcohol in the 
experimental baboons, however, was no qreater when the diet was deficient in 
protein than when it was adequate. 

To increase the alcohol intake further, the liquid diet which had been 
developed for the rat was adapted for the baboon. Protein comprised 18, fat 
21, and carbohydrate 61 percent of the total calories in the control diets. 
The alcohol- fed animals were qiven the sane amount of the diet, except that 
alcohol replaced carbohydrates to the extent of 50 percent of total calories. 
The daily consumption of alcohol by the b<Ut>oons varied from 4.5 to 8.3 qrams 
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per kilogrM) of body v/einht. This is equivalent to between a pint and a quart 
of X00--U.8.-*proof whisky a day for a man of average size. 

All the animals maintained their weight during the study period. The 16 
control animals given this diet showed a normal liver structure \xpon repeated 
biopsy, while all the animals fed alcohol developed a fatty liver, and almost 
half (7 of the 16) developed more severe lesions: 5 alcoholic hepatitis, and 
2 cirrhosis (12,13). 

Three of the baboons in the group fed alcohol died after 4 years. These 
deaths followed complications of alcohol i/ithdrawal which had become necessary 
after they developed upper respiratory infections resulting in anorexia— loss 
of appetite. Post-mortem examination of these animals revealed no oroanic 
damage except in the livers. In two of these animals, however, the condition 
was a typical cirrhosis, identical with that seen in humans (13). 

These dietary e)q>eriments, and the studies of biochemical changes that 
accompany them (8), help to elucidate the iif«>ortant role of alcohol itself in 
causing liver damage leading to the development of cirrhosis. The question why 
not all the animals developed hepatitis or cirrhosis is probably answerable by 
the tims factor. Other recent studies (3) have shown that the development of 
liver disease, and the degree of its severity, depends not only on the amount 
of alcohol intake but also on the duration of the alcoholism. In some as yet 
undefined wa^ alcohol either favors the progression of cirrhosis or interferes 
with *i;:6 remission;- thus, patients with cirrhosis who stop drinking live sub- 
stantially longer (han those who continue in their alcoholism (10). 

Several iir^oriant results emerge from the newly reported work on liver 
cirrhosis. First,- the animal im^del develc^ed by Lieber and DeCarli (9) has not 
only added new knowledge but opened the way to further studies that may finally 
clarify the mysteries "Uiat have surrounded the fatal disease of alcoholic 
cirrhosis These experimenters believe thaw they have demonstrated that alco- 
hol alone— thouah it may take something like a fifth of whisky a day for many 
years— can produce cirrhosis even when there is no dietary deficiency. This 
issue is not completely resolved, however. Heavy alcohol intake, especially 
in the form of strong solutions, causes severe damage in the gastrointestinal 
tfact (1), including ulcers and changes in the fine structure of the mucosa 
(14). Indeed, bleeding from stomach ulcers or from ruptured varices due to 
portal hypertension secondary to cirrhosis is a major cause of death in alco- 
holic persons. In the baboon experiments it was not possible to carry out 
studies of absorption from the intestines (13). Thus, it remains a question 
whether, although these animals were fed an adequate diet, they did indeed 
absorb all the nutrients. There is no question that the new studies of effects 
of alcohol on the liver have significantly advanced the knowledge about one of 
the important diseases afflicting alcoholic persons. The developirent of an 
effective animal model has brought the world of experimental blolooy a long 
step nearer to the possible solution of the problems of cirrhosis, including 
the potential of prevention as well as better treatment. 

t^atever the relation of malnutrition to alcoholic cirrhosis, it is now 
clear that persons without obvious siqns of nutritional deficiency or other 
disease may have alcoholic hepatitis, and are at risk of developing cirrhosis 
if they continue to drink, but can fully recover if they stqp drinking. The 
detection of the state of alcoholic hepatitis is thus, as the studies of Rubin 
and Lieber indicate, an iii«>ortant step in the prevention of alcoholic liver 
cirrhosis, ffhether inadequate diet hastens the development of cirrhosis re^ 
mains to be established. Indeed, it remains to be clarified why very many 
alcoholic persons develop a fatty liver, some develop clinical or subclinical 
hepatitis, and a small percentage develc^ cirrhosis. 

A relationship of cirrhosis to cancer of the liver has been reported from 
several sources. This topic is dealt with in another section of the present 
Report . 

The Metabolism of Alcohol in the Liver 

ethyl alcohol is metabolized in the liver by the action of the enzyme 
alcohol dehydrogenase (ADII) . This process, which converts alcohol to 
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acetaldehyde, involves the removal of a hydroqen atom from the free nicotin«* 
amxdc-^adenine dinuclcotide (NAD ) present in the liver, resulting in a larqer 
proportion of reduced nicotinamide-adenine dinucleotide (UADII) • The decreased 
ratio of UAD^:NADII is thus the fundamental chanqe produced in the lix'er by the 
conversion of alcohol vo acetaldehyde. SincCf the enzyme that initiates the 
metabolic breakdown of alcohol# ADH, is available chiefly in the liver (17) — 
only insignificant amounts are found elsewhere in the oraanism*-*the introduce 
tion of alcohol into the orqanism taxes the liver particularly severely, con* 
pared to any other orqan. 

Alcohol has commonly been thouqht of as a totally **foreiqn substance** in 
^man. Therefore the normal function of ADII in the livers of most mammalian 
^species^-'the reason for its presence-»«»was unknown. Recent work has made it 
clear, however, that alcohol is normally present in all mammals, and is con«* 
tinously produced in the intestinal tract by the action of microorqanisms on 
soluble sugars (18). Judqinq from the rate of production of alcohol in the 
intestinal contents of the rat, it may be calculated that even a total 
abstainer would produce enouqh alcohol to equal that in about a quart of **3.2 
percent beer** per day. The alcohol thus produced in the qut, however, does not 
reach man's brain, since AOH in the liver metabolizes almost 99 percent of it 
before it miqht move out into tae general circulation. Only at the hioher 
concentrations of alcohol introduced into the circulating blood by drinkinq 
alc6hol in beverages is the ability of AOIl to metabolize it temporally over* 
whelmed. Alcohol therefore passes from the portal into the systemic circula* 
tion and is thus distributed throughout the body. It can then act upon the 
other orqans, includinq the brain, producing its well-known effects on brain 
function. 

Uhile liver ADU serves as the primary means for the breakdown of alcohol, 
at hiqh alcohol doses secondary pathways for its metabolism become operative 
and can auqmert the liver* s capacity. One such reaction involves the per- 
oxidatic metabolism of alcohol to acetaldehyde throuah the action of another 
enzyme, catalase, as first proposed by Keilin and Itartree (19,20). f^ile 
alternatives to the catalase pathway have also been proposed (21), the validity 
of these claims remains a matter of dispute amonq experts (22). What nay he 
important, however, is that, unlike the primary ADU pathway for alcohol metab-* 
olism, the secondary pathway may he stimulated by chronic alcohol ingestion, 
and can be stimulated to increase the rate at which alcohol is metabolized by 
the addition of certain selected substrates (23). These findings are of more 
than academic interest, since this secondary pathway offers a potential 
mechanism for acceleratino the metabolism of alcohol— which could conceivably 
be important in treatinq severe alcohol intoxication. The potential toxicity 
of such a procedure, however, will require careful evaluation before it could 
be recommended or even tried experimentally in human subjects, especially 
because of tlie known carcinogenic potential of the hydrooen peroxide aeneratina 
agents which are required to stimulate the metabolism of alcohol by this 
secondary pathway. 
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4. Alcohol and Mortality 

The words "alcohol and mortality" are likely to conjure up some vivid 
images: the squeal of brakes and the sickening crash on the "drunk driving TV 
messages; the derelict dying in a flophouse in a bout of delirium tremens; per- 
haps the young man dropping dea*** after gulping down a qualrt of whisky on a bet. 
All of these are dramatic ways of "dying of drink," and there are many others. 
But most people who die "before their time" because they drank too much do not 
die in such newsworthy ways. To assess the full relation between alcohol and 
mortality, we must look beyond the exemplary tales to the nuch larger number 
of deaths which are noted primarily only by those personally affectet . 

Causes of death are often indeterminate or multiple. Similarly, types and 
gradations of drinking behaviors are varied and numerous. It is reasonable to 
expect different patterns of drinking behavior to be associated with different 
patterns of mortality. In this discussion the main concern is to estimate the 
over-all excess or early mortality, in the general population, associated with 
particular drinking behaviors and characteristics. Results from clinical and 
other specially selected populations are used only to the extent that they 
contribute knowledge and understanding about patterns in the population at 

^^'^'^The relationship between alcohol and death can be direct* as in the case 
of an overdose, or indirect, as in accidents, where the alcohol has produced a 
physical or mental state that puts the drinxer more at risk. Vhe relationship 
can be long-term, as in the phyaioxo«iical deterioration of the liver, or short- 
term, as in homicide or suicide under the influences of alcohol. In practice, 
different kinds of relations between alcohol and death will often be super- 
imposed. , . . - - ^ . 

It should be noted that even when an association is found between a par- 
ticular pattern of drinking and mortality it does not necessarily follow that 
the drinking caused death. The association may be due to some other factors 
which are common to both the drinking and the deaths. Prom the point of view 
of public policy the important issue is: vwuld the excess mortality disappear 
if alcohol were removed from the situation? With the partial exception of the 
drunken-driving ^cases, much of the data on excess mortality is based- on samples 
in which an elevated mortality is to be expected even in the absence of 

drinking. ... ^ . ^ • * 

The question of a general relation between drinking and increased risk of 
mortality has a long history a? ) . In the 19th century it took the form of 
whether there was a "safe level" of drinking, which would not cause disease. 
The common answer was "Anstie's limit": the equivalent of 1.5 ounces of abso- 
lute alcohol per day, i.e., three ounces "of whisky, half a bottle of wine, or 
four glasses of beer. This quantity was to be taken only with meals and whisxy 
was to be well diluted (i). This concern has more or less disappeared from 
view in the present century. In the heyday of the teetotal ten^erance move- 
ment, the issue became one of drinking versus nondr inking, and the question of 
a safe amount became irrelevant. Later the medical concept of alcoholism, as 
a specific disease defined by a loss of control over drinking, diverted atten- 
tion from studying the risks of drinking by "normal" people to studying clini- 
cal samples. These two currents of thought produced characteristic forms of 
studies. 
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Insurance Studies: Drinking vs. Nondrinking 
■ored*^h5^?Lili;«if^S «*fly 20th centuries numerous studies were soon. 

about their drinking. AlthouSh thS -sSbSJJnJfS-^i.i^S^?'^® adverse information 
by drinkino oatterne (21 S?" 2kI L*. V ""•'^^ grotxp is sometimes subdivided 
eitreirpSt^oriSS s^ctr^i'orSriSJ?^';;^^ represents a small and rSStiiSfJ 

exclude n^iiients It the popal«S-2 2hld^ to"^? , J;s"»«»«»-c<»ipany etudies 

Clinical Samples 

data from such follow-up JJSlS Sf alcSSSlic S?ilSt2 (8^?if i-TIf^.^JS: 
consistent. As can be aaen in p<«.,-I o ^TIu P""®"^" |«»13,31^4) ax » rather 
fall withiii a rel2?ivllj SSrrSw 'a^^JJ exception the mortality ratios 

eatanorilll f « Samples are not necessarily applicable to drinker 
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FiBure 1. MORTALITY RATIOS COMPARING DEATH RATES IN "SUBSTANDARD" GROUPS 
TO DEATH RATES IN "STANDARD" GROUPS 



Oavies (10) 



Gundy (15) 



Menge(21) 
"Social Orinkers"<a) 



Menge(21) 
"Spree Drinkers' 



. ■■ ■ ■ ■ , >«vi. i -girt- ' ■ ■ 



i 2.78 





2.92 



3.10 




2 3 
MORTALITY RATIO 
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(a) Menge'$ "social drinkers": intoxicated at least 6 times a ye*' *or a day or evening only 

(b) Menge's "spree drinkers": sometimes intoxicated for two or three days 
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Figurii 2. MORTALITY RATIOS COMPARING O^ATH RATES IN MALE 
CLINICAL SAMPLES TO DEATH RATES IN CONTROL GROUPS 
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MORTALITY RATlO<a) 



Death rate in clinic al sample 
<a) Mortality ratios were calculated as: Qeath rate in comrolii^i^i^r 
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FiBure 3. MORTALITY RATIOS COMPARING DEATH RATES OF MEN AND WOMEN 
IN CLINICAL SAMPLE TO DEATH RATES IN GENERAL POPULATION. ONTARIOt*) 

/ \ 




° ' 1 1 1 1 1 1 1 1 1 

1S-29 30-34 3S-39 4044 45-49 S0-S4 66-59 60-64 65-60 

AGE 

Source: Schmidt ft DeLint (31) 
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deLlnt's data (31) showing an increased mortality upon initial entry to the 
patient population. Thus these individuals have not only drinking problems 
but serious physical problems that nay precipitate their appearance at hos- 
pitals and clinics; their mortality rates* therefore* cannot be assumed to 
apply to all problem drinkers. 

Berkson (3) pointed out that the ratio of multiple to single diagnoses in 
a hospital population is greater than that in the general population. It is 
likely, therefore, that clinical sanqples of alcoholic persons also have a 
greater probability of other diseases, and hence a greater risk of mortality. 
Additional selective factors which raise their mortality ratios are decreased 
recovery rates (19) , higher readmission rates (12 ) , and noncooperativeness as 
patients (4). Excess mortality associated with drinking problems* then, is 
likely to be considerably exaggerated in clinical samples because they are 
sicker not only than the general populations but also than those with equiva- 
lent drinking behavior who have not been hospitalized. 

These special characteristics of clinical samples are to some extent miti- 
gated in two of the studies shown in Figure 2. Pell and D'Alonzo (25) compared 
employees of a large corporation who were identified as alcoholic persons to 
other employees, thus combining some of the features of the insurance studies 
with those of a clinical study, in that all the employees were presumably 
selected for good health when hired. Dahlgren's study (9) included individuals 
reported for drinking problems to a Swedish Temperance Board* whether or not 
they had been institutionalized, and thus more nearly resembles a general popu- 
lation study. It is noteworthy that both Dahlgren's and Pearl's mortality ra- 
tios tend to be lower than those in samples drawn from alcoholism clinics. 

The problems in extrapolating from the studies discussed so far to the 
p<K>ulation at large arise from the biased selection of the studied samples, and 
from the limitation of analysis to a single extreme class of drinking behavior. 
The ideal would be to study a community or other general population. Even 
short of this ideal, these crucial problems can to some extent be avoided. In 
this respect. Pearl's 1926 study (24) has never been transcended, although it 
has some defects of nonrepresentativeness and of reporting errors (11). 

Pearl's classic study used broad clinical and court samples not limited to 
those identified as alcoholic persons. Pearl divided his drinkers into four 
main classes s 

Moderate Occasional : persons who drink any form of alcohol (beer, 
wine, or spirits) but only in small amounts at any one time, never 
enough to become intoxicated, and less frequent than daily. 
Moderate Steady : same as for Moderate Occasional except drinks 

daily. ^ 
Heavy Occasional : persons who get drunk occasionally, with interven- 
ing periods of either abstinence or moderate drinking. 
Heavy Steady : persons who get drunk regularly and frequently. 
This elassificaiion tnus included both drinking frequency and drinking quantity 
dimensions. His results remain thought-provoking. 

In general, Moderate drinkers had lower mortality rates than Abstainers— 
a result which provoked considerable controversy at the time. Among men. 
Moderate Steady drinkers also have lower mortality rates than Heavy Occasional 
drinkers. Although these t%«> groups might well have the same over-all intake 
of alcohol in drinks per year. Heavy Occasional drinkers, who bunch up their 
drinks, tend to have a higher rate of mortality. Thus, among men of •!! 
the Moderate Steady drinkers appeared to have the most favorable mortality rate 
among all drinking categories. In the older age groups, the heavier drinkers 
come to have the lower mortality rates, a result which appears also in Dahl- 
gren's and in Schmidt and deLint's studies (9/31). To some extent, heavy 
drinking may act as a selective device, so that early mortality of those of 
weaker constitution results in hardier survivors at advanced ages. Hcwever, it 
is also possible that heavier drinking at older ages is essentially an indicator 
of good health: those not in good health will have cut down their drinking 
prior to the initiation of the study. 
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studies of the General Population 

In recent years, a number of community health and mortality studies have 
started to yield data on the association of drinking patterns with over<*all 
mortality in general populations, not specially selected either for health or 
for illness, these studies, such as those by Uelgason (17), Tibblin (38), 
Shurtleff (35), Belloc (2) and Room and Day (31) # have in general found associ** 
ations between heavier drinking and mortality* Results from two of these 
studies are shovn in Figures 4 and S. 

The study by Shurtleff (33) in Pramingham, Massachusetts, measured drink-* 
ing in terms of over**all volume of drinking per month, which tends to equate 
infrequent heavy and frequent light patterns of drinking* In this study, at 
all ages and for both sexes, the data tend to show an excess mortality in both 
abstainers and high- volume drinkers* The high«*volume drinkers shcNur the high* 
est excess mortality at younger ages, while the abstainers show the highest 
at older ages* 

The study by Belloc (2) conducted in Alameda County, California, measured 
drinking in terms of the amount usually drunk per occasiwi of the type of 
beverage (beer, wine or spirits) usually drunk in the largest amount* The top 
category on this measure, then, includes those who usually drink 5 or more 
drinks of any beverage, whether they drink frequently or only on an inte re- 
mittent basis, but only if they do not also drink that beverage more fre* 
quently at lesser amoxints* The results from this study are less clear than 
those from Pramingham* Heavier drinkers shw a higher mortality among younger 
men, but for other sex and age groups the results vary without a clear pattern 
emerging, other than a slight tendency for light drinkers to show the lowest 
mortality on an age-adjusted basis* 

Over-all, these two cononunity studies shew lower mortality ratios than 
were found in the insurance and clinical studies for heavy drinking versus 
other patterns* Reasons for higher ratios in insurance and clinical studies 
than might be expected in the general population have already been explored* 
However, there are some additional reasons why the Pramingham and Alameda 
studies, in particular, might be expected to show lower ratios than would re* 
suit from other methods of measurement* neither study uses a measure of amount 
of drinking which isolates a pure gro\jqp of relatively heavy drinkers* The top 
category in the Pramingham data, as reproduced here, consists of those drinking 
approximately two drinks a day or more, which could include some frequent light 
drinkers* The top category in the Alameda data is fairly arbitrary, since it 
will include some infrequent drinkers but leave out many heavy drinkers who 
also often drink lightly* Furthermore, both studies, as has been usual in 
surveys of drinking practices, asked only about current patterns of drinking* 
It is possible that the generally higher mortalities of abstainers than of 
moderate drinkers are due in part to those who are now abstaining because of 
health problems, including those whose health had been damaged by drinking* 
Controlling for health status or asking for a history of drinking patterns 
might thus have given higher mortality ratios in the drinking population, and 
especially in the ex-drinkers* 

Despite recent reports on alcohol-related mortality in general popula- 
tions, the nature and strength of the relationship remains unresolved. Some 
preliminary findings from a study by Room and Day (31) are presented below* 
Since this study is specifically aimed at drinking behavior and problems, the 
relation between drinking patterns and increased mortality can be explored in 
much greater detail than in previous studies • 

The analysis by Room and Day is based on four separate san^les of the 
general population: two sanqples of adults in San Francisco, and two nation*- 
wide samples of adults* One of the San Francisco sanqples and one of the 
nationwide seniles are limited to men aged 21-59* The pooled data are of 
course not representative of any particular U*S* population but can be describe 
ed as reflecting patterns in the general U*S* population, with an overrepre- 
sentation of urban and younger men* It should be kept in mind that the 
samples exclude those not living in households and those who refused or were 
not found for interviewing, and that self-reports of drinking tend to under- 
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Figure 4. MORTALITY RATES BY DRINKING BEHAVIOR. 
SEX AND AGE. FRAMINGHAM.MASS.M) 
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(a)Orini(ing behavior was classified according to the number of ounces 

of absolute alcohol consumed per month. 
('>)Source: Shurtieff (33). Drinking categories used by Shurtleff have 

been combined in this figure to yield sufficient mortality data for 

stable results. Data are not shown for those ape groups where there were 

insufficient numbers to compute. 
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(a) Drinking behavior was classified according to the number of 
drinks consumjid on an occasion, for the beverage usually 
drunk in the largest amount. 

(b) Source: Belloc (2). Data are not shown for those age groups 
where there were insufficient numbers to compute. 
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report the recorded total U.S» consunnption (28)* The san^les have been 
followed for varying lengths of time, ranging from 4 to 11 years, and the rates 
are therefore expressed in weighted person^years of experience^ Since lost 
cases and those not traced for the whole period are treated as alive, the total 
mortality reported in this analysis is somewhat underestimated# 

Figures 6*9 show the mortality rate of men and women at different ages in 
relation to four measures of drinking practices and problems # In terms of 
over'-all frequency of drinking (Figure 6) , the lowest mortality in each sex and 
age group is at an intermediate drinking level. Under age 60, the hiqhest 
death rates occur at the hiqhest frequency of drinkinq; above age 60, the high* 
est death rates are among abstainers. As in previous studies, there is a 
consistent tendency for those who are currently abstainers to show a higher 
mortality than those who are currently moderate drinkers* 

Figure 7 shows mortality rates by Frequent Heavy Drinking, a measure of 
the frequency with which the respondent drinks 5 or more drinks on an occasicm. 
Aipong women over age 50 and men over 60, such relatively heavy drinking is so 
rare that mortality cannot be computed^ Among those under SO, increased 
mortaltiy appears to bc( specific to those drinking 5 or more drinks 4 or more 
times a week, while among men in their 50s, those drinking such amounts 1 to 
3 times a week seem to show some elevation of mortality. 

Figures 8 and 9 show sex and age-^specific mortality according to over-all 
measures of problems with drinking, one for problems during the "current^ 
period (the last 1 to 3 years) and one for problems "ever" experienced (any 
time in the respondent's lifetime, including the current period). These over* 
all scores include measures of the severity of social and health problems 
associated with drinking, feelings of dependence on drinking, and behaviors 
indicating heavy and symptomatic drinking. 

These results show some consistent tendencies with different measures of 
drinking practices and problems. The highest mortality ratios among heavy 
conpared with light drinkers occur in the youngest; cohort, although the abso- 
lute rates of death are much lower at younger than ^t older ages irreepective 
of amount of drinking* 

As in previous studies, current abstainers have a generally higher mor«> 
tality than light drinkers. Since the present series of studies included a 
question on the respondent's overfall estimate of hia health, it is possible 
to test the extent to which this relationship seemb to be dtie to abstinence 
because of perceived bad health. 

Table 1 shows the mortality in men not in poor health; that ia, in those 
who replied "excellent" or ''good" or "fair" when asked about their over-all 
health. A report of poor health is indeed «s9ociated with subsequent mor* 
tality: among men under 60 in pQor health, the mortality rate was 12%, while 
among the remainder it was It. It c^ be seen that* the mortality of the most 
frequent drinkers (at least twice a day) is the highest, 2.t%. But the more 
moderate drinkers (less than once a week to djgiily) hav« mortalities ranging . 
from 0«7% to 1.3%, while the mortality of abstainers is higher, 2.0%. It turns 
out that the removal of those in poor health from the other comparisons does 
not substantially effect the relative mortalities. Thus, even vrtien the oom«* 
parison is limited tp those in good health, abstaine;rs shpw a higher mortality 
than moderate drinkers. Fiirt)\ermore, whjfen the interrelationships of the 
measures of drinking a^iong men under 60 not in poor health are cross- tabulated, 
the relation of higher mortality to freqMshcy of 4r.in)cing is quite specific to 
those who arc frequent heavy drinkers* Likewis'e, higher mortality among thoae 
with an "Ever" 6ver*All Drinking Problems scoire is specific to those who shcMir 
at least a mediu^n score on Current Qv^r-^All Drinking Problems. Zt appears, 
thus, that tho^e in the general population who h^d 9cm problem associated 
with drinking in the p^>st but have few or no cuc'tent problems do not shew an 
excess mortality* 

The data on mQrtality in the coi(nbined San Fr^piQ^^o and National samples 
thus consistently show excess mortality among th09p 'in the most extreme cate- 
gories of frequent heavy drinking ^d Qf current ^drinHina prQbJ^ems* These 
results are more reliable for -rten, s^nce f^V yicmn t^H i.nto the^^e heavy drink* 
ing and problems categories* even ^mdrig m^n wder $Q> only 5% report frequent 
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TABLE 1 

MORTALITY FOR DIFFERENT MEASURES OF DRINKING BEHAVIOR IN 
MEN UNDER AGE 60 NOT IN POOR HEALTH 



Over-All Frequency of Drinking 

At least twice a day 
Daily or nearly daily 
1-4 times a week 
Less than once a week 
Abstainers 



Frequency of Heavy Drinking (Drinking 5+ drinks in a day) 

At least 4 times a week 
1-3 times a week 
All other 



Current Over-All Problems Score 

Higfi 
Medium 
Low 
None 



Percent Mortal 



Average 



Average 



Average 



2.7 
1.3 
1.1 
7 
2.0 
1.2 



4.5 
.9 
1.0 
1.2 



1.9 
1.8 
.8 
.8 
1.1 



Figure 6. MORTALITY RELATED TO OVERALL FREOUENCY 
OF DRINKING. AGE AND SEX 
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Data are not shown tor those age groups with insufficient numbers to compute. 
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Fiflure 7. MORTALITY RELATED TO FREQUENT HEAVY DRINKING. 

AGE AND SEX 
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Figures. MORTALITY RELATED TO CURRENT OVER ALL PROBLEMS 

SCORE, AGE AND SEX 
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Figure 9. MORTALITY RELATED TO LIFETIME OVER ALL PROBLEMS 

SCORE, AGE AND SEX 
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heavy drinking and 7% hiqh current over-all problems, so the mortality rates 
are baaed on relatively few deaths. Since the excess mortality is specific to 
the top category on Frequent Heavy Drinkinq and the Current Over-All Drinking 
Problems score, it is also possible that within that category the excess mor- 
tality is confined to rhose with patterns substantially above the minimum 
criteria for inclusion in the category. 

The analysis thus far has not taken into account the possible confounding 
of the relation of alcohol to mortality with the relation of alcohol to other 
factors of status and life style which in turn arc related to mortality. For 
instance, in other studies it has been shown that drinking problems are asso- 
ciated with low social status and with a tense and depressed mental state, and 
that heavy drinkinq is associated with heavy smoking. It is to be expected 
that each of these factors will be associated with an increased mortality. 
Thus there might be a large overlap in the ''explanations" of early death 
afforded by the various factors. A series of regression analyses on men aged 
21-59 showed that to a limited extent amount of smoking and amount of drinking 
overlapped in their prediction of early mortality. In the present studies 
amount of drinking was more predictive of mortality than smoking was. 

Specific Causes of Death 

The bulk of studies on the specific causes of alcohol- related deaths has 
been concerned with various kinds of violent deaths. A large nuniber of sui- 
cides are alcoholic persons (18,20,30) # and a number of suicides are committed 
under the influence of alcohol (37). Comparable statements can be made about 
other forms of violent death, including home accidents (24), motor vehicle 
accidents (5,32). accidents in general (6) and homicide (39)* 

Much attention has been paid to motor vehicle accidents, and sophisticated 
research designs have been developed to study the interrelationship of alcohol, 
automobiles, and fatalities. Zylman (40) has quoted data from the Grand Rapids 
study indicating that 36% of all adult pedestrians and 44% of all drivers 
killed have blood alcohol concentrations of 0.10% or more. Those who exhibit 
signs of heavy drinking are more likely to be involved in motor vehicle acci- 
dents than social drinkers ( 38) • 

These studies raise in a particularly acute form the problem of assessing 
the relationship between alcohol and mortality— the extent to which alcohol ie 
actually responsible for the death. The true extent of excess mortality 
attributable to alcohol will only be known v;h3n mortality is measureo in 
situations that are identical except for the presence or absence of alcohol. 

Many of the earlier-mentioned insurance and clinical studies of general 
mortality also show mortality ratios by specific causes. Table 2 shews these 
ratios for those cabases with a high ratio in at least one study of a heavy- 
drinking or alcoholic oroup. It can be seen that the ratios vary quite widely 
from study to study, and in some cases there is disagreement on whether the 
mortality is higher than in the control population. The over-all U.S. mor- 
tality rate from many of the causes is also shown in the table, to give some 
impression of the relative in^ortance of the causes of death. A cause which 
shows a high mortality ratio may be rare enough to be a small risk even to the 
heavy drinker, while a mortality ratio only slightly greater than 1 may indi- 
cate a substantially increased risk to the heavy drinker for a very comnon 
cause of death. Thus, in spite of the relatively high mortality ratio for oral 
and upper respiratory cancer, the male heavy drinker— like anyone else— appears 
to have less to fear from that cause than from heart disease. 

\Summary 

The results from the combined national arid San Francisco general-popula- 
tion seniles suggest a substantial excess in early mortality among frequent 
heavy drinkers and among those with a high current drinking- related problems 
score (31). However, the excess drinking-related mortality is mostly limited 
to these relatively extreme groups, who comprise only 2 or 3 percent of the 
total adult copulation, ror unexplained reasons, abstainers alsr seem to have 
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TABLE 2 

MORTALITY RATIOS COMPARING OEATHS AMONG HEAVY DRINKERS 
TO DEATHS AMOK^Q CONTROL GROUPS BY SPECIFIC CAUSES M 
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• higher early mortality than moderate drinkers. These results, in broad 
terms, are in concord with results from other general-population studies. 

A preliminary analysis of the interaction of various habits and statuses 
associated with increased mortality suggests that the relation between heavy 
drinking and mortality is, if anything, stronger when other factors (age, 
health, smoking, tension, social status) are allowed for. BuL the prediction 
of mortality from amount of drinking remains less strong than in alcoholic 
populations seen in clinics and hospitals, suggesting the need for caution in 
extrapolating findings from the clinical populations to the alcoholic popula- 
tion at large. 

All-in-all, the data on general mortality suggest that for amount of 
drinking, apparently unlike amount of smoking, there may be some kind of 
threshold below which mortality is little affected. In the absence of further 
evidence, in fact, the classical "Anstie's limit" seems still to reflect the 
safe amoun'w of drinking which does not substantially increase the risk of earl< 
death. 
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5. Alcohol and the Central Ilervous Gysten 

Of all the many physiolonical^ metabolic and pharmacoloaical effects of 
alcohol that have been observed, the commonest and yot most important is that 
alcohol causes intoxication. Incredible as it may seem, however, thcro is no 
aenerally accepted explanation of how alcohol induces intoxication. It has 
been commonly assumed that alcohol exerts its fundamental effect upon the brain 
by Interactinn in some as yet undefined way v;ith the nerve cell membrane. In 
this reqard the theory of the conduction of nerve impulses proposed by Hodqkin 
and Huxley (6) stands for the time beina as the central premise on which any 
explanation of the effects of alcohol on the brain can be based. The nerve 
cell membrane is pictured as an ion pump, movinq sodium ions outside and po^ 
tasaium ions inside until a sudden increase in sodium permeability produces 
the chanqe in transmembrane voltaqe which is the nerve impulse, and this theory 
is as fundamental to the understandina of alcohol effect on the brain as was 
the work of Theorell (17) in formina the basis for our much clearer picture of 
the effects of alcohol on the liver* The assun^tion that alcohol, like many 
other lipid-soluble anesthetics, interacts perhaps in a nonspecific manner to 
impair functicm, forms the under lyino premise of most theories of the actions 
of alcohol upon brain durinq the present century (10,13). 

It is of course possible that alcohol could impair cerebral function by 
interferinq \/ith some intracellular metabolic process within the cell, or by 
impairina the transmission of a nerve impulse from one nerve cell to another, 
a process involvinq the release of chemical substances such as acetylcholine 
or norepinephrine into a specialized area between nerve cells called a svnaptic 
cleft (5). But at present, no definitive answer as to the mechanism whereby 
ethanol induces drunkenness or sleep can be qiven with certainity* 

It seems obvious that without a firm understandinq of the mechanism 
responsible for alcohol intoxication, theories attemptinq to explain alcohol 
addiction or withdrawal stand on even less certain qround • This ignorance 
calls for a major research effort in this fundamental area. It should be 
noted, however, that v/hile pourina money into a problem will undotabtedly pro- 
duce a great deal cf scientific work, publications, and even new information, 
it will not inevitfhly lead to a fundamental understandinq, particularly when, 
as in the present >*ase, methodoloaical inadequacies inhibit rapid prooress. 
The only existinq nethodoloqies available now to examine this question are 
those of biochemistry and neurophysiolony. Biochemistry is limited by its 
slowness in relatio; to the events of nerve conduction, and by its inability 
to deal practically with the anatomic complexity of brain. Neurophysiology is 
limited by its inability to provide a corprehensive explanation of the events 
which can be so elegantly observed both in time and space. It seems likely 
that a sustained approach, concentrating on the development of new methodol* 
ogies, or the modification of existing ones to fit the present problem, could 
lead to a fundamental understandinq of the mechanism of alcohol intoxication 
in a reasonable time. The achievement of this goal would be of central impor* 
tance to the understanding of the actions of alcohol, to the trcatm^^nt of 
alcoholic patients, and perhaps to the prevention o^ alcoholism. 

A number of recent reviews have summarized the results of numerous studies 
of the effects of alcohol on brain or nerve (7,19). The widely accepted facts 
may be summarized as follows: 
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Effects on Brain Metabolism 



The effects of alcohol on the brain are those shared by most other anes* 
thetic agents. Thus alcohol at hiqh doses induces up to a 30 percent decrease 
in brain oxyqen consunqption (2,12), while at the same tine reducina olucose 
utilization (14). There is no apparent change in the efficiency of nito-* 
cdiondrial oxidative phosphorylation, in that the P/O ratio of brain nito* 
chondria in vitro remain unchanged in the presence of high doses of alc<diol 
(3,20). In the face of only small changes in the brain content of creatine* 
phosphate, ATP, AOP and inorganic phosphate (18), it seems likely that intox* 
icating doses of alcohol reduce the energy reguirements of the brain, but do 
not interfere significantly with its energy producing systems. Alcohol does 
appear to change the brain content of certain intermediary metabolites, notably 
glucose, glocuse*6-phosphate , and citrate, but the significance of these * 
chanqes is not clear. 

Effects on Nerve Cell Transmission 

The effects of alcohol on the maqnitude of the voltage chanae during nerve 
cell conduction are contradictory, but most reports conclude that alcohol 
decreases the action potential by directly interfering with the chances in ion 
conductance (II). Several reports also indicate that alcohol can decrease the 
resting nerve cell potential (9). 

Effect on Synaptic Function 

Due to the structural complexity and small size of the synaptic region in 
nerves, no consensus exists as to the action of alcohol on synaptic functions. 
There is, however, a large literature on the effects of alcohol on brain con- 
tents of one or another neurotransmitter such as norepinephrine, serotonin, 
acetylcholine and gamna-aminobutyric acid (7). Unfortunately, this extensive 
literature leads to no firm evidence supporting the conclusion that the 
various chanaes n^asured in one or another neurotransmitter are in any way 
related to the fundamental action of alcohol upon the brain. This unhappy 
state results largely from the fact that it has so far not been possible to 
study neurotransmitters within the synaptic cleft where they are functionally 
active. Recent hypotheses attempting to implicate condensation products of 
acetaldolyde, a metabolic product of alcohol, with one or another neurotrans- 
mitter or its metabolites (4) are entirely speculative and so far without 
sound experimental or theoretical basis. 

Alcohol and the Biochemistry of Henbrane-Bound Processes 

It has been known for some time that ethyl alcohol and higher alcohols 
can inhibit the active transport of potassium ions, including brain cells ( ). 
This transport r which forms the basis of nerve cell transmission, is thought 
to be the result of the enzyme called sodium-potassium adenosine trisphospatase 
( , ). A number of technical difficulties remain to be overcome in the mea- 
surement and handling of this enzyme, but there are sufficient data now in 
hand to indicate that it may account for several of the known effects of alco- 
hol on brain. Unfortunately the theoretical basis for understanding the con- 
trol of menbrane-bound enzymes-catalyzed chemical process is only in its 
infancy and will reguire simultaneous development for a reasonably co^iplete 
understanding of the effects of alcohol on brain. It will only be with a 
sound fundamental understanding of the basic problem of how alcohol interacts 
with the brain that progress can be expected and central phenomena sorted out 
from the numerous epiphenomena which result from any chanoe in a balanced 
living system. The evidence to date certainly demands further work on this 
system and tine will tell whether sodium-potassium adenosine triphosphatase 
will provide the fundamental key to understanding alcohol effects on the brain 
in the way that an understanding of alcohol dehydrogenase has done for its 
effect on the liver. 
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Chapter VI 
ALCOHOL AND HIGHWAY SAFETY 

Viewed broadly, a ^'highway accident** is an unexpected and unwanted event. 
However, research has revealed certain recurring patterns and common factors in 
crashes which indicate that they are not simply random happenings. Alcohol is 
one factor which has been found frequently related to crashes. The high ceo* 
nomic cost of this association is discussed in Chapter III of this Report. 

The contribution of alcohol misuse to highway crashes has been inferred 
from two different types of data: epidemiological and experimental. On the 
one BidOp alcohol has been implicated in fatal and serious-injury crashes** 
after the fact — by epidemiological studies (16 #22 ,23 #38 #4 #33 #3 #19 # 
36 #4S ^ • In fact» there is evidence that the probability of being responsible 
for a fatal crash increases sharply as blood alcohol concentrations increase 
above those achieved by heavy social drinking ( 4,19 #23 ,33 ). On the other 
8ide# how alcohol affects driving and driving-related behavior have been sys* 
tematically studied in experiments with subjects performing contrived psycho* 
physical # sensorimotor # and automobile driving tasks in laboratories and on 
closed courses or driving ranges ( 2# 8 #17 #24 #32 ) . However# no controlled 
study has yet been conducted to obtain systematic data on the actual influence 
of alcohol upon real-world driving behavior in its natural environment. Fr6m 
these epidemiological and experimental studies # it has been inferred that alco^ 
hoi degrades a driver* s capabilities— and # consequently # his actual driving 
performance— so that the probability of his being involved in a crash is 
increased. Because of its more direct relation to crashes # the epidemiological 
data will be discussed here in some detail. 

Evidence of Alcohol Involvement in Highway Crashes 

The primary source of epidemiological evidence is the amount of alcohol 
actually found in the body# referred to as the blood alcohol concentration 
(BAC) . But neither the presence of alcohol in the body nor the magnitude of 
the BAC can be taken alone as conclusive evidence that alcohol caused or even 
contributed to an accident. Rather # special methods of sampling and collecting 
data have had to be developed to determine the role of alcohol. The main 
method is the "case-control** study. 

To investigate the contribution of alcohol (or any other factor) to 
crashes # requires determining the extent to which drivers with alcohol are 
representative of drivers with similar alcohol exposure but not involved in the 
crashes. Thus, it is necessary to compare the distribution of BACs of drivers 
involved in crashes to those of "control*' or "comparison'* drivers randomly 
selected while driving past the same place as the crashes at equivalent times. 
Such sets of data make it possible to determine the similarities and dif- 
ferences between the two groups of drivers in terms of the proportions of each 
group with no alcohol and with different levels of BAC. 

Before considering these questions it is useful to note that several 
ranges of BAC are usually distinguished in American conceptions and laws * dif- 
fering, however# among jurisdictions. A BAC up to 0.05 percent (50 milligrams 
of alcohol per 100 millileters of blood) is usually considered safe; the person 
is presumed to be unimpaired in his ability to drive. This BAG might be 
achieved by an average-sized man with two average drinks. Between 0.05 and 
0.10 percent (50 to 100 mg of alcohol per 100 ml of blood) no presumption of 
impairment is made but the BAC may be presented in evidence in connection with 
other behavior of the driver to support a charge of being under the influence 
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of alcohol. (In s(»!ro Furnpijan jurisdictions, especially in Scandinavian 
countries r a BAC of O.O'i porcont is considered leqal evirJence of impairment.) 
In some American jurisdictions a BAC of 0.08 percent is legally defined as 
evidence of impairment. In others, a BAC of 0.10 percent is the legal standard 
of Impaired drivinq or intoxication. In nearly all jurisdictions a BAC of 0.15 
percent (150 mtj of alcohol per 100 ml of blood) or higher is regarded as prima 
facie evidence of intoxication. 

Despite differences in many methodological details, the general findings 
from a number of different studies are generally compellingly consistent: 
drivers with high BACs are grossly over*represented in fatal and serious injury 
crashes in comparison with samples of uninvolved drivers. Furthermore, these 
findings were obtained in studies which range across the major types of driving 
experience in the United States, namely, in metropolitan areas in the Manhattan 
study (23 )# in urbanized areas in the Grand Rapids study (4 ), and in rural 
areas in the Vermont study (28). Similar findings have also been reported more 
recently from those Department of Transportation Alcohol Safety Action Projects 
which were designed to gather relevant data (47) as well as from the case* 
control studies conducted in other countries and reported by Stroh (36#37)» 



Alconol and the Driving Population 



Estimates of the BAC distribution in the driving population come from both 
roadside research surveys: case*-*control and non*-case*control. The estimates 
obtained from the case-control studies, i.e.# the Toronto, Manhattan, Grand 
Rapids, and Vermont surveys, (36 ,23 #4 #28) are deliberately biased in favor of 
drivers not involved in crashes, with presumably the same exposure as the 
drivers who crashed at the sites and times which were used to determine the 
survey points. The non-case-control studies involve survey points wliich do not 
necessarily correspond to previous crashes, but rather are selected for other 
reasons, such as an attempt to describe the driving population in a particular 
area on the basis of a 24-»hour saturation sampling procedure (7 ) , or simply to 
describe the nighttime driving population (10 ) . 

It is noteworthy that for general descriptive purposes, the results from 
both types of studies are essentially the same: a relatively small proportion 
of the driving population is found with presumptively impairing BACs, that is, 
in excess of 0.10 percent. To the extent that we can generalize from these 
various studies in order to characterize alcohol and the driving population 
(as in Figure 1) , we can expect that at any given time, between 80 and 90 per«* 
cent of drivers have no alcohol, 5 to 10 percent have low BACs (0.01 to 0.049 
percent), 3 to 10 percent have medium BACs (0.05 to 0.099 percent), 0.5 to 3 
percent have high BACs (0.10 to 0.149 percent) and that up to 1 percent have 
extremely high BACs (0.15 percent). 



Alcohol and Non-Fatal Crashes 



Despite probable under*reporting due to selective sampling and to legal 
and logistical problems, it seems safe to estimate that impaired drivers 
(0*10 percent or higher) are involved in 5 to 10 percent of the run-of*the-*mill 
crashes, and between 10 to 33 percent of the serious injury crashes (30, 4 #36 # 
16 #28 # 6 ) • Furthermore, injury to the driver is more likely after drinking, 
and both the probability and the severity of injury appear to increase as the 
amount of alcohol rises. The likelihood of being responsible for the crash is 
also greater if the driver has been drinking. Also, higher BACs are associated 
with higher proportions of drivers responsible for the crashes. 

Alcohol and Fatal Crashes 



Moic complete datrt are available about fatal crashon than about other 
types. Tn general, about 45 percent (ranginq from 40 to percent) of all 
fatally injured drivers have BACs of 0.10 percent and a surprisingly large pro- 
portion of these drivers exceed the highest BACs found in the populat ion-at- 
risk a3 ,25 ,23 ,26 #33 #42) • However^ in order to obtain a more accurate 
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Figure 1. DISTRIBUTION OF BLOOD ALCOHOL CONCENTRATION FROM 
THE CASE CONTROL STUDIES IN CRASHES AND FROM NON CASE CONTROL 
STUDIES OF THE NOCTURNAL DRIVING POPULATION 



B B Case*Control 




< 0.009 0.01-0.049 0.05-0.099 0.10-0.149 0.15+ 
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portrayal of tho contribution of alcohol to fatal crashes, it is useful to 
distinguxsh between nultiple* and sinoIe*vehicle crashes and, more importantly, 
to determine whether or not the fatally injured driver was responsible for the 
crash. 

When drivers £atally iniurod in multiples-vehicle crashes are considered as 
a separate subgroup (regardless of estimated responsibility for the crashes), 
approximately one- third (ranging from about one-quarter to one*half) have BACs 
of 0.10 percent or higher (13 ,2 7 ,2 3 ,33 ,42 ). 

When drivers fatally injured in single-vehicle crashes are examined as a 
subgroup, between 5S and 65 percent have BACs of 0.10 percent of higher (13,27, 
23 #33 #42 )• Since single-vehicle and multiple^vehicle crashes occur with approx- 
imately equal frequency (each represents about 40 percent of all fatal crashes, 
anu pedestrian fatalities account for thr^ remaining 20 percent), it is clear 
that a disproportionately large part of the high-DAC driver fatality problem is 
contributed by tho drivers in single-vehicle crashes, an overrepresentation 
which becomes even greater when the dimension of responsibility Is considered. 

A useful system for assigning crash responsibility for research purposes 
was first reported by McCarroll and Haddon (23) and has been utilized in a 
number of studies since that time. In this system, a driver-vehirle combina- 
tion is assumed to be responsible if: (1) it is the only vehicle involved 
(excluding collisions with pedestrians) ,^(2) it has struclc a non-moving veh- 
icle, or (3) if it played an unambiguously major role in initiating the crash. 
If two vehTcles were involved and both contributed substantially to the event, 
responsibility" is treated as being unknown, contrary to the common practice 
among enforcement agencies. Zylman (46 ) , based on a composite of studies by 
Neilsnn (27) and by Perrine et al. (33 )# has determined that about «3 percent 
of drivers designated as responsible" had legally impairing BACs of 0.10 
percent or higher, whereas only 10 percent of those designated as "not respcr^- 
siblc" had BACs in this high range. Thus, if we were to construct a composite 
of all assumedly responsible driver fatalities in non-pedestrian crashes (i.e., 
all drivers from single-vehicle crashes, as well as from about two-thirds of 
the multiple-vehicle crashes according to the McCarroll-Haddon classification 
system) , we would find that about 50 percent were legally impaired with BACs of 
0.10 percent of higher. 



Alcohol and DWI Drivers 



Motorists who have been convicted of driving while intoxicated comprise a 
group of rather mixed composition in terms of the reasons they initially drew 
the attention of the police. The three major reasons are: deviant driving, 
involvement in a crash which is investigated by the police, and a complaint 
registered by some citizen. The general finding from all these studies is 
quite clear: the vast majority of drivers arrested for DWI usually have BAC9 
in the extremely high range (0.15 percent of higher) and therefore can be pre- 
sumed to have been very "drunk". A composite of the BAC distributions from 
these studies is presented in Figure 2, which is similar to distributions 
reported in several other countries such as Australia, Canada, England, 
Germany, the Netherlands, Sweden, and Prance. The average (median) BAC for the 
arrested Wis in the four American studies is above 0.20 percent (20, 3S, 33, 43) 

A 180-pound man would have to consume 10 drinks within an hour on an 
empty stomach in order to reach the average BAC of these DWIs. Regarding the 
other end of the distribution, an extremely small proportion of arrested DWIs 
are found with BACs less than the minimum amount for legal impairment (0«10 per- 
cent) , and a relatively small proportion (4 to 18 percent) are lound with BACs 
in the lower range for legal impariment (0.10-0.149 percent). Hyman (20) has 
determined that two- thirds of the DWI drivers were found with BACs between 
0.185 and 0.280 percent. Thus, it is quite clear that the vast majority of 
drivers arrested for this particular violation are being appropriately labeled 
as "driving while intoxicated" or "driving under the influence". It is also 
clear from the sheer magnitude of the majority of BACs among this group that a 
large proportion of OWls must surely qualify as being labeled "problem 
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Figure 2. DISTRIBUTION OF BLOOD ALCOHOL CONCENTRATION IN, 
CLEAR-RECORD CONTROL DRIVERS AND IN THOSE CONVICTED 
OF DRIVING WHILE INTOXICATED 
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drinkers'* or "^alcoholic persons*'. This statement is supported by the facts 
indicating a history of heavy drinking: (1) DWIs convicted in the lower half 
of the impairing range (from 0.10-0 .199 percent) tend to be younger, on the 
average, than those in the upper half (0.20 percent or higher), and (2) that 
repeat DUX offenders tend to have significantly higher mean BACs (0.22 percent) 
than first offender DWIs (0.19 percent) (43)* 

Alcohol and Pedestrian Fatalities 

The general finding is that about one-third (ranging from 28 to 4 3 percent* 
of fatally injured adult pedestrians have BACs of 100 mg/100 ml or higher (13* 
IS #27 ,33 ,42 ) • There is a striking similarity between the BAG distributions for 
adults pedestrian fatalities and for drivers fatally injured in multiple-vehicle 
crashes. In fact, one investigator has recently attempted to evaluate the 
relationship between BAG and crash ^^responsibility" in collisions between 
vehicles and pedestrians by attempting to assign responsibility"* in a manner 
conceptually analogous to the scheme developed by McCarroll and Haddon (41). 
He found that adult pedestrians with BACs of 0.10 percent or higher were usually 
responsible f^^r initiating the crashes. Waller (41) concluded that ^'when the 
pedestrian h^s alcohol in his system, it is the driver of the striking vehicle 
who is innocent rather than the pedestrian.*' 

Figure 1 summarizes one of the most salient aspects concerning the distri- 
bution of BAC m the various segments of the driving population (Including 
adult pedestrians) . The average proportion of individuals in each group who 
were legally impaired (0.10 percent of higher) is indicated in Figure 3, in 
addition to the range of proportion reported in available studies. 

Crash Probability and Blood Alcohol Concentration 

The relative probability of being involved in a crash can be inferred by 
comparing the BAC distribution of the population-at-risk (as indicated by the 
sample of "control" drivers obtained at corresponding times and places of 
crashes) with the BAC distribution of the drivers actually involved in these 
crashes for which the control drivers were sampled. 

Hurst (18,19, ) in his extensive review of five relevant studies 
(Evanston, Toronto, Manhattan, Grand Bapids, and Vermont) has calculated the 
relative probability of crashing with no alcohol (0 percent) equal to 1.0. 
The resulting relative hazard functions are shown in Figure 4 (adapted from 
Hurst (18,19), Figure 1). Hurst (18,19) has offered several tentative infer^ 
ences derived from the data: (1) relative hazard or probability of crash 
involvement is steeper for the more urbanized populations, and (2; the inci- 
dence of more serious crashes has a greater acceleration than run*of-*the-mill 
crashes, as shown by the right-hand portions of the curves in Figure 4, begin- 
ning in the region indicated by a BAC of 0.08 percent » 

A more crucial issue concerns responsibility for initiating a fatal crash 
as a function of alcohol. By using the McCarroll-^Haddon system discussed 
above with regard to alcohol and fatal crashes, the relative probability of 
being presumptively responsible for a fatal crash can be estimated for subsets 
of the fatally injured drivers in the two case/control studies which obtained 
relevant data for this purpose (the Manhattan and Vermont studies) . Because 
of the larger sample size, the Vermont data are used in Figure 5 which shows 
the relative probability of being responsible for initiating a fatal crash 
(using the McCarroll-Haddon system) as a function of BAC (adapted from Perrine 
et al. (33), Figure 6-9). With reference to Figure 5, it can be seen that at 
low BACs (less than 0.05 percent), the probability of being responsible for a 
fatal crash is essentially the same among fatally injured drivers as it is 
among the control drivers exposed to similar circumstances of time and place, 
but not involved in a crash. However, at BACs betv^en 0.01* and 0.10 percent, 
the relative probability of fatal crash responsibility begins to increase 
appreciably, such that at a BAC of 0.10 percent, a driver would be 7 times more 
likely to be responsible for having a fatal crash than he would with no alcohol. 
The relative hazard curve rises very sharply above this lower limit for a DWI 
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Figure 3. PERCENT OF "DRUNKEN" DRIVERS AND ADULT PEDESTRIANS IN 
VARIOUS SEGMENTS OF THE DRIVING POPULATION 
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Figure 4. RELATIVE PROBABILITY OF CRASH INVOLVEMENT AS A FUNCTION 
OF BLOOD ALCOHOL CONCENTRATION(a) 



O— — O Grand Rapids Data. 5985 Total Crashes 

• • Grand Rapids Data. 300 Fatal or Serious Crashes 




0 0.02 0.04 0.06 0.08 0.10 0.12 0.14 0.16 0.18 0.20 0.22 0.24 
BLOOD ALCOHOL CONCENTRATION* PERCENT 

(a)Source: Hurst 0973) 

ti>h.0 - Relative probability at zero alcohol 



ERIC 



Figure 5. RELATIVE PROBABJUTY OF BEING RESPONSIBLE FOR A FATAL CRASH 
AS A FUNCTION OF BLOOD ALCOHOL CONCENTRATION 
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<d)3oufc«: P'ifur.e et al. (1971) 
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vioJation in most stilOi; (O.in percent), such that .-it a HAC of O.l^j porcorx 
a driver would be 23 tinges more likely to be responsible tor a ratal crash, at 
0.18 percent ho would bo r>0 tines irore likely, and at 0.20 percent (namely, at 
the average HAC found amon^ convicted DWIs and among fatally injured drivers 
who would have been eligible for a DWI conviction) he would be at least 100 
times more likely to be responsible for a ratal crash than if he had not leen 
drinking at all. 

Tt should be noted that similar results were obtained in the Gran:: Papiis 
study for drivers assumed responsible (using another system) for 'all crashes, 
regardless of severity. A comparison of drivers assumed responsible for crashes 
in these three case-control studies (Grand Rapids, Manhattan, and Vermont) has 
been presented by Hurst (18,19). The iirpljcat ions of these studies are very 
clear: Concentrations of 0.08 percent or higher "are incompatible with safe 
driving, and the higher the concentration, the greater the incompatibility • " 
Small increases in bloocl alcohol concentration above 0.03 percent result in 
"disproportionately large increases in crash risk" U3). Tor example, among 
fatally injured drivers in the Vermont study who were assumed to have been at 
fault, 52 percent had BACs of 0.08 percent or higher, whereas among those not 
at fault only 14 percent were at or above this same BAC. 

Biographical Variables, Crashes, and Alcohol 

Information has been obtained concerning the biographical, and psycholog- 
ical characteristics of drivers who are involved in highway crashes or cita- 
tions. Such information can be helpful in identifyinc? problem drivers and 
designinc appropriate countermeaaures for the different subgroups. The rele- 
vant personality variables studied tend to fall into threo general classes, the 
first 18 essentially demographic and the second two are essentially behavioral: 
(1) biographical background variables isex, age, etc.), (2) driving variables 
(driving history, record, and drinking-and-driving patterns), and (3) drinking 
variables (in particular, patterns of alcohol use in terms of quantity, fre- 
quency, and variability of consumption). Each class is considered below 
separately, but in terms of each of the other two classes. 

Diograhical variables. A number of studies have found significant 
relations between crashes, alcohol, and the following biographical variables: 
sex, age, marital status, and occupational level. Less consistent, but still 
potentially useful findings have been reported for such single and combined 
variables as race, ethnicity, religious affilip.tion educational level, socio- 
economic status r social stability/instability, social mobility, leisure activ- 
ities, and contact with social agencies ( l ,4 ,5 i 6 , 7 i 9 »10 #11 #13 »20 #21 #29 #30 
31 fi3 ,40 ,42 #45 .46 ) • 

Regarding sex, drinking-and-driving problems are clearly a predominantly 
male domain. In contrast to approximately equal representation in the adult 
population, males comprise a large proportion of licensed drivers (about two- 
thirds) , a larger proportion of drivers sampled during roadside surveys (about 
80 percent), a larger proportion of fatally injured drivers (about 90 percent), 
and virtually all convicted DWIs (about 98 percent) ( 9,10,33). However, a 
larger proportion of females are non-drinking drivers (about 90 percent) than 
are males (about 80 percent) (10). A recent study of alcohol usage in the 
nocturnal driving population ( 5 ) found that at night female drivers are under- 
involve:i m single-vehicle crashes and are less likely to have been drinking 
than males, but when drinking they are more likely to be involved in crashes— 
and at relatively low BACs (0.05 percent). Since females are driving less at 
night and drinking less compared with males, Carlson ( 5 ) suggests that as with 
young male drivers, inexperience with drinking-and-driving probably results in 
the over-involvement in alcohol-related crashes. 

Beqardir^ ago, the general finding is that younger drivers with alcohol 
who let into trouble on the highwciys do so at lower average BACs than do their 
middle aged or older counterparts (33). However, two extremely important 
additional factors must also be considered, namely, crash involvement and 
exposure. On the basis of his extensive? review of the interrelations between 
age, alcohol, and crash involvement, Zylnan (46) summarizes the data from a 
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number of studies showiny that alcohol increases the probability of crash 
invoi'-cment anony teon-^y^rs much more than among drivers age 20 to 24, who are 
in turn at higher risk than those in the range from 25 to 69, whereas the prob- 
ability of crash involvement again rises among drivers aged 70 or olaer. in 
his definitive study of the interrelations of age, exposure, and alcohol 
involvement in nocturnal crashes. Carlson (6 ) has developed a new method for 
asscrsiny exposure which allows for a more accurate determination of the contri- 
bution of the other t\<o factors. Regarding the reasons for the h^gh crash 
involvcront of driver r in the 16 to 25 age group, Carlson (6 ) concludes that 
those young drivers face two learning situations: first, learning to crive-- 
with peak t\tal crash involverent at age 18, and second, learning to srive 
after drinking--with r'*-^al: alcohol-involved fatal crashes at age 21. These two 
learning situations- result in crash involvement which is larger than can be 
attributed to exposure. Nevertheless, young drivers continue to have a dis- 
proportionately large number of crashes even after these two peaks in the learn- 
inq period. Carlson concludes that the high crash involvement of drivers 16 to 
25 corresponds to a high degree of night driving which he feels is the most 
significant single -lodifier variable after BAG itself. Thus, the apparent over- 
representation c£ youth in the subpopulation of fatally injured drivers--both 
With and without alcohol— is partially attributable to thein lifestyle which 
involves night driving for recreational purposes. j « i. • 

Regarding marital status, named drivers are under-involved in drinking- 
and-driving problems relative to unmarried drivers (single, divorced, sepa- 
rated, or widowed) even when drivers under age 25 are excluded from analysis. 
Divorced and separated nale drivers are especially over-involved m drinking- 
and-driving problems, as well as in alcohol usage in the nocturnal driving 
population (5 , 11,20,21, 33,44). u c ^ ^^i„«re 

Kogarding occupational level, several studies have found that drivers 
from the lower levels are over-represented among those who have drinking-and- 
driving problems, especially DWI convictions. This pattern becomes oven more 
pronounced when younger drivers (under age 25) are excluded from analysis. 

Dr iving variables. A number of studies have found significant 
relations between alcohol, selected biographical variables, and the following 
driving variables: previous crashes, citations, suspensions, experience, ana 
exposure ( 6.9 ,13.33,34,44). Regarding previous crashes, several invest i- 
qators have found that drivers with alcohol-related problems (alcoholics, DWIs, 
and fatally injured drivera with high BACs) have a higher incidence of crashes 
than random samples of the driving population ( 9,13,33,34). In the most 
corprehensive of these studies, Clark (9 ) reported that the DWI sample had the 
worst crash experience, with two-thirds of the sample having one or more crashes 
and witn the average number of crashes being nearly throe times "^ghcr than 
the average among a random sample of licensed drivers. She concluded that tne 
group which misuses alcohol in the driving situation and is convicted of "Wf 
is also a high risk crash group prior to the incident which led to the convic- 
tion. In c! related analysis of the Michigan data, Rosenblatt (34) found that 
hospitalized alcoholic drivers with high rates of non-crash-related driving 
convictions have high crash rates, and that the high crash rates are concen- 
trated in the younger age categories. The interrelations of younger age and 
higher crash rate8--both with and without alcohol— were examined by Carlson 
(6 ) who found analogous results m samples of non-alcoholic Michigan drivers, 
as discussed in the preceding subsection regarding age. Although serious 
injury crashes are the driving events which command the greatest amount ot 
attention, they are statistically rare events which limits thoir utility for 
comparative and predictive purposes; therefore, it is desirable to examine 
deviant driving problems which occur with higher frequency, namely, convictions 

for serious driving violations. . j ..w • „t.^^^t.'w 

Regarding driving convictions, several studies have indicated their utility 
as a more sensitive measure of deviancy than crashes ( 9, 13, 33). The number of 
convictions fi-r all types of driving violations during the preceding six-ana- 
one-half year period was analyzed by Clark (9 ), whereas the number of convic- 
tions lor selected and more serious moving viol.iticns (e.g, rxcluding speeding 
citations) luring the previous five year period was analyzed by Pcrrinc ^l- 
(33;. Dci;pito the technical and gj'ographic differences between the two studies. 



ERIC 



138 



the DWIs in both Michiqan and Vermont showed remarkable sitnilarities on this as 
on other relevant variables. In both studies, the DWis had significantly more 
previous driving convictions (excluding the one for which they were sampled) 
than the two approximations of the driving populations obtained respectively by 
a sanple of licensed Michigan drivers and by a sample of cdse-*control drivers 
interviewed on Vermont highways* More specifically, the Michigan DWIs had four 
times as many convictions and the Vermont DWIs had seven times as many convic-* 
tions as the random samples of drivers* In fact, the Michigan DWIs averaged 
almost one conviction per year. 

Driver fatalities in both studies also had more convictions for moving 
violations than the two random samples of drivers, but fewer then the DWI sam- 
ples. Nevertheless, the driver fatalities with high BACs in Michigan were more 
similar to the DWIs in number of previous convictions, whereas those driver 
fatalities with no alcohol were more sirilar to the random sample of licensed 
drivers. Clark (9 ) also examined the Michigan samples for previous DWI con- 
victions which were found in 1 percent of the random sample of licensed drivers , 
but in 12 percent of the DWI sample and in 16 percent of the hospitalized alco- 
holic drivers* Although the Michigan alcoholics, DWIs and high BAC driver 
fatalities were not exactly the same on all four driving variables studied, 
Clark ( 9 ) concluded that their similarities on these measures of driving 
deviancy indicate that these samples nay well have been drawn from the same 
subpopulation of drivers. 

Prom his analysis of the same large sample of Michigan alcoholics, 
Rosenblatt 04 ) concluded that the data on the crash-involved alcoholic drivers 
indicated that younger drivers with high rates of driving convictions represent 
a disproportionate part of the drinking*driver problem. Judging from the 
offenders* high rate of driving convictions, these individuals must already 
have been well known to the court, but were probably seen as driving violators 
rather than as problem drinking drivers since they were younger and had prob- 
ably not developed the characteristics associated with alcoholism* 

Regarding license suspensions, results similar to those for driving cita- 
tions discussed above were obtained in the Vermont study (33) • Since suspen- 
sion or revocation of one*s drivers license is seen as the most severe puni- 
tive measure short of beincj sent to jail, the relative effectiveness of this 
traditional alcohol countermeasure is especially worth examination* In the 
Vermont study, 14 percent of the case/control drivers had suffered one or more 
suspensions (during all years of driving), whereas 60 percent of DWIs had 
already experienced two or more previous suspensions (33). Hence* it can only 
be concluded that the overwhelming majority of individuals convicted for DWI 
were already well known to the courts and the Motor Vehicle officials* 

In conclusion, these investigations of driving variables generally tend to 
support the popular assumption that past driving behavior is the best single 
predictor of future driving behavior* However, a major question which awaits 
further investigation concerns the extent to which this assumption holds within 
individual, as opposed to within group or subpopulation. In other words » with 
an event as relatively rare as a crash, to what extent can predictions be made 
which are specific to a given individual, as opposed to predictions which are 
based upon group membership? 

Drinking variables. Perhaps because of the relatively sensitive and 
stigmatized nature of the topic, very few studies are available in which data 
concerning drinking patterns were obtained from drivers, especially in con- 
junction with BAC data. The extent of the drinking pattern information ranges 
from quick and simple questions about drinking only on the day of the survey 
( 5,10) to studies in which questions were asked about potentially very sensi- 
tive alcohol topics (such as, frequency of ''getting high** and of exceeding one^s 
capacity, driving after drinking, having alcohol problems, hangovers, and black- 
outs ( , 4 ) and in which very detailed questions were asked about frequency 
and quantity of usual consumption of the major alcoholic beverage types as well 
as typical occasions and places of drinking (30 ,33 ). 

The Vermont study (33) has been selected for the purposes of the present 
discussion because it contains the most extensive alcohol data for the widest 
range of the driving spectrum. Furthermore, the Vermont study has the unique 



ERIC 



139 



advantaqe of belnq able to validate aspects of reported drinking patterns by 
comparing them with actual BACs in samples of driver fatalities # control 
drivers « and **clear-record** control drivers, as well as DWIs. 

A drinking classification system based on reported usual frequency and 
quantity of alcohol consumption per occasion was developed in the Vermont study, 
to reflect the likelihood that a driver would attain an impairing amount of 
alcohol (33). The resultant Quantity-Frequency Index (QFI) for preferred bev- 
erage is based upon that beverage which was reportedly consumed most frequently 
and in largest quantity, regardless of whether it was beer, liquor, or wine. 
Regarding the fatally injured drivers, it should be noted that these data were 
obtained in interviews with next-of-kin. The OFI data were compared ond cross- 
tabulated with selected biographical variables and driving variables, as well 
as with obtained BACs. A summary of the reported drinking patterns is pre- 
sented in Fioure 6, in which the proportions of roadblock control, clear- 
record, DWI, and deceased drivers are plott'^d as a function of a modified four- 
category (light, liqht-mcdiun, medium, or heavy) OFT for preferred beverage 
(adapted fiom Porrine et al. (33 ), Figure 6-7). It is clear that, as a qroup, 
the DWls are decidedly diifcrent in their self-reported drinking patterns from 
the other three samples, each taken as a group. The remainder of this sub- 
section includes some of the more salient results of the QFI cross- tabulations 
with selected biographical variables, driving variables, and drinking and 
driving patterns. 

Regarding QFI and sex» the proportion of males tc females increased as 
quantity and frequency of alcohol consumption increased. Regarding QFI and age, 
a surprisingly large proportion of the very young (i.e., teen-age) drivers 
could be categorized as heavy and frequent drinkers; and the quantity of alcohol 
typically consumed apparently decreased with increasing age. Regarding QFI and 
marital status # the proportion of married drivers decreased significantly as 
reported alcohol consumption increased. Although no significant differences 
were observed with occupational level, there was some evidence that drivers 
with heavy QFIs were more likely to have had a greater number of job changes 
during the five-year puriod imzrediately preceding the interviews. 

Regarding QFI and drinking-and-driving patterns, two generalizations were 
offered by the investigators as evidence that the BAC sampled at one point in 
time during the stutly was a reliable indicator of usual patterns of driving 
after drinking; (1) tho higher the frequency of driving after drinking, the 
heavier and more frequent the reported usual alcohol consumption, and vice 
versa; and (2) the lighter and less frequent the reported usual alcohol con- 
sumption, the lower the frequency of driving after drinking, and vice versa. 

Regarding QFI and driving patterns, no clear-cut patterns of differences 
beyond those of the basic distributions were obtained from cross-tabulations of 
crashes or license suspensions by QFI, However, when convictions for driving 
violations were cross-tabulated by wFI# substantial deviations from the basic 
distributions within each sample were found, especially among the control 
drivers. Specifically, control drivers with higher QFIs tended to have more 
citations in the previous five years than control drivers with lower QFIs. 
Perrine et al. (1971) concluded that the number of previous citations would seem 
to be worth further examination as a basis for identifying drivers who may have 
an elevated likelihood of receiving a DWI or other moving citation. 

The investigators also concluded from the analyses of the alcohol consump- 
tiO!i data that these variables are in fact useful in differentiating across the 
spectrum of drivers. Further encouragement for the utility of these variables 
wa( felt to be provided by the relation of the reported alcohol consumption 
data (QFI) to the actual consumption data (BACs) and to the driving variables 
(both self-reported and official record-check information) . Even further evi- 
dence of this utility resulted from a discriminant analysis of twelve selected 
variables. The four variables which were significant in discriminating between 
the clear- record drivers and the W71 drivers were, in order of importance: (1) 
the number of convictions for driving violations, (2) occupational level, (3) 
frequency of beer consumption, and (4) quantity of liquor consumption* On the 
basie of a discriminant function using these four variables, 95 percent of the 
clear-drivers and 87 percent of the Wis could have been correctly classified. 



ERIC 



Figure 6. PERCENT OF ROADBLOCK. CLEAR-RECORO. DWI. AND DECEASED 
DRIVERS WITH LIGHT. LIGHT^EOIUM. MEDIUM. OR HEAVY QUANTITY- FREQUENCY 
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Thus, it was possible tc dotermine classification "hits" and ••misses" on the 
basis of a weighted function which incorporated components from an individual's 
driving record, from his socio-economic status, and from his reported patterns 
of alcohol use. 

One particularly noteworthy finding concerning typo of beverage was 
reported in the Vermont study (3^). Frequont and excessive use of beer was 
highly correlated with BACs of 100 mg/100 ml or higher. Thus, relative tc 
fatally injured drivers with no alcohol, over twice as many with high BACs were 
reported to drink beer daily; and relative to control drivers with no alcohol, 
almost twice as many with high BACs reported that they drink beer daily. Among 
those who reportedly drank beer. 67 percent of DWIs and 80 percent of fatalities 
with high BACs were reported to drink it daily. On the basis of these findings^ 
the investigators offered the following recommendation, "Since heavy beer 
drinkers were found to be over- represented among these crash and citation prob-^ 
lem drinkers, (1) more research, administrative, and public education con* 
cern should be focused on the effects of beer, the frequent heavy users of beer* 
and the counteracting of the erroneous and contrive^, image cf beer as a less 
harmful beverage than distilled spirits; and (2) eradication of the double 
standards for beer (as opposed to distilled spirits)* which sanction and insti- 
tutionalize the advertising and distributing of beer at a more permissive 
social level than distilled spirits (?3). 

Alcohol Coun termed sure Programs 

Having recognised the implications of the research results, the next step 
consisted of a search for ways to counter the problems stemming from the mix- 
ture of alcohol and driving. Earlier attempts at prevention and control have 
invoked stringent laws and gory slogans. These attempts have been neither 
successful nor systematically evaluated. As opposed to slogan campaigns and 
ad hoc solutions, programs of alcohol countermeasures are relatively rare and 
those which have been systematically evaluated are much more rare. Voas (39 ) 
lists only seven such studies: the Lackland Air Force Base Project (1 ) and 
the Alcohol Safety Action Program of the Department of Transportation in the 
United States, as well as programs in Great Britain, Sweden, Austria, 
Czechoslovakia, and Canada. Of these programs, the U.S. Department of Trans- 
portation's Alcohol Safety Action Program (ASAP) is clearly the most extensive 
and ambitious. The background, issues, and specific countermeasures of the 
ASAPs and some cf the other countermeasure programs have recently been discussed 
and evaluated in a comprehensive review by Or lessen and Bryk ^2 ) , which also 
lists more than 100 alcohol countermeasures. Because of the clear implication 
that a substantial number of drinking-drivers are problem drinkers, the MIAAA 
has established treatment programs in conjunction with some of the ASAP's. 
These fulfill two purposes: they take advantage of the case-finding potential 
of the ASAP's; and they attempt to reduce the highway carnage by attacking the 
drinking problems of the drinking-drivers. 



Summary 



The highway is the scene of a significant portion of the accidental deaths 
and injuries in the United States. A large percentage of these are associated 
with the use of alcohol. The risk of a driver or pedestrian being involved m 
a traffic accident whereby alcohol is constamed increases precipitously with the 
increased amount of alcohol in the body. Most people killed in traffic accidents 
after drinking have very high blood alcohol concentrations. It is known that 
many drinking drivers have a history of alcohol problems. Therefore, a focus 
on the relation of alcohol to highway safety will both reduce the highway carnage 
and identify problem drinkers who are in need of treatment. 
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Chapter VII 



TRENDS IN TREATMENT OF ALCOHOLISM 



Siqn if leant progress toward inprcving the care provided for alcoholic 
people may be made not only by developing new and better treatments but al?^ 
by bettering the systems under which care is delivered. 

Treatments of alcoholism have tended to be based on one of two common 
policies. Some treatment centers, like some private practitioners, specialize 
in some single modality: disulfiram (Antabuse), or conditioned reflex, or be-* 
havior modification, or group therapy, or paychodrama, or Individual counsel^ 
ing, or diet control, or any other of the dozens of possible techniques. The 
patient has to fit the treatment. If he does, he is helped. But if it was 
not suitable for him, the effort has mostly gone to waste. Other treatment 
centers have the opposite sort of policy. Their patients are exposed to a 
variety of methods in a saladlike mixture: group therapy, religious counseling, 
paychodrams, individual counseling, conjoint-spouse sessions, relaxation les- 
sons, didactic lectures, disulfiram — and, often, Alcoholics Anonymous meetings. 
The idea Is that "something" may work. Quite often, something does. This is 
sometimes evidenced by the fact that the patient continues to attend A. A. 
meetings after he is discharged. 

The problem with both of these policies is the waste of human resources 
and the lack of economy. The single^specialty method wastes staff as well as 
patient resources in treating Individuals not suited to the particular method. 
The multiple* method center wastes its resources in applying several unneces* 
sary treatment modalities to each of its patients. 

Recent national surveys have indicated that indeed a community alcoholism 
rehabilitation program needs to have a variety of methods and resources avail* 
able (13, 29 , 59 , 114, 132 )« But to be effective does not require exposing 
every patient to all the possible treatments. Instead, adopting a social*-* 
systems approach (68, 123 , 160, 162), oriented program should take into account 
the differences among the patients, as well as the interactions of the several 
components in the society, and systematically seek to fit the appropriate 
treatment to each individual. 

This idea was already expressed by Bowman and Jellinek in their review 
of treatments of alcohol addiction more than 30 years ago (15 )« Its imple-* 
mentation on a broad scale, however, has become possible only recently with the 
movement toward community**orlented programs. Under such programs it is pos- 
sible to match certain types of patients to the most suitable types of helping 
facilities or agencies or programs or methods of treatment. Undoubtedly, 
treatment programs could maximize their effectiveness by clearly identifying 
the type of alcoholic populatiop they propose to serve, the goals most feasible 
for that population, and what methods can be expected most nearly to achieve 
those goals. Undoubtedly, success rates could be maximized if the expectations 
of a group of patients are sensibly matched to the helping resource* And, in 
this context, it would become possible to carry out tightly designed evalua-* 
tions that would clearly measure the effectiveness of each program. 



Alcoholic people have no uniform characteristics save their misuse of 
alcohol, and their patterns of alcohol misuse vary. To create successful 
treatment programs it is necessary to identify the characteristics of alcoholic 
subpopulations in order to arrive at appropriate methods and goals. Neither 
global characteristics nor exquisite and detailed research protocols are of 
immediate value to the clinician. The clinical worker needs relatively simple 
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predictive signs that may be readily applied in making treatment assignments* 
Data accumulated so far suggest some modest but reliable social and psycho-* 
logical indicators that together provide clinical profiles of specific 
alcoholic patterns wf coping with life. These psychosocial variables are more 
predictive for treatment selection and success than the many drinking-pattern 
variables that have been studied for many years past (123, 125, 127, 128) • 

Alcoholic populations can be looked at from other perspectives. Several 
populations have beer, relatively ignored in treatment program planning. They 
merit more intensive study to create appropriate programs for them. 

Sex and Age Groups 

The presence r problems, and needs of alcoholic women have begun to 
receive wide recognition (84, 138K For example, data from NIAAA funded 
programs indicate that women who come to treatment are more likely to be work- 
ing than housewives and started drinking at a later age than men, but became 
alcoholic in a shorter span of time. In contrast, relatively little attention 
has been given to alcoholism problems in different periods in the life cycle. 
The children of alcoholic people are at considerable risk of suffering develop- 
mental problems and of becoming problem drinkers themselves (20 28) and 
prevention programs are needed for them. Adolescent drinking and prol>lem- 
drinking behavior has been examined from all research standpoints* but clinical 
intervention programs are lacking (4, 52, 101). Much attention has been given 
to alcohol misuse in the middle years of life, but recent studies indicate that 
alcoholism presents special problems among the aged. Here again there has 
been little in the way of specific program development (53 , 133 , 141). 

Ethnic Populations 



Increased attention has been given to alcoholism problems among ethnic 
populations such as Blacks, Spanish-surnamed Americans, American Indians, and 
Native Alaskans. Research has been conducted on the epidemiology of alcoholism 
in ethnic groups. Now promising starts have been made to meet the treatment 
needs of persons with drinking problems in these populations (46, 139, 164). 

To increase resources to nieet the needs of the various etnnic groups 
noted above, the National Institute on Alcohol Abuse and Alcoholism has 
developed separate program guidelines that encourage the recognition and use 
of each group's unique cultural characteristics in developing treatment services 
and has supported these services through the award of project grants. Each 
applicant community is expected to assess its own needs, plan and implement 
services consistent with its own cultur*^ and perceptions, and maintain control 
over the administration of its program. Recent programs initiated by American 
Indians and Native Alaskans offer an example of such efforts. 

Preliminary NIAAA data indicate that approximately 100 Indian Alcoholics 
Anonymous groups have been established by these programs— a significant 
achievement because Indians have traditionally shunned A. A. As many as half of 
the clients of Indian alcoholism programs are reported to have significantly 
improved their social functioning. From 15 to 20 percent of the clients have 
been assisted in finding jobs. These programs, staffed primarily by Indians 
without professional degrees, appear to have achieved notable results in a 
relatively short time. 

The overwhelming response of Native Alaskans has been to build, remodel, 
or rent village centers in which a variety of constructive activities such as 
arts and crafts, youth and adult recreation, repair and sale of small machinery, 
employment and village and A. A. meetings can be carried out. The people of the 
Far North regard a variety of planned activities and the equipment required 
for them as their most urgent need and the most effective way to begin facing 
and overcoming their drinking problems. 
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Skid Row and the Public Inebriate 



The alcoholism problems associated with Skid Row have received increased 
attention. It is now apparent that Skid Row alcoholism is atypical and un-» 
representative of the national alcoholism problem. It is estimated that far 
less than 5 percent of alcoholic persons are on Skid Row (75). The fundamental 
problem of the people on Skid Row is that they are socially inept and isolated 
(110 t 145 » 160)* Zimberg (164) found that among socially and econwnically de* 
prived alcoholic persons abstinence was not associated with any particular 
treatment method but was significantly related to indices of <)ocial stability. 
Thus rehabilitation programs in such enclaves aimed at alcoholism reflect a 
failure to identify the actual rehabilitation needs of this population (54 » 
inti), and are destined for failure — the classical low success rates. More 
suitable prograns based on goals of social reclamation are now emerging 
(14 , 7-) ) . 

The NIAAA has started a program to assist community agencies in meeting 
the needs of the public inebriate population, particularly in metropolitan 
areas. The objective of the Public Inebriate Program has been to in^rove the 
health and life styles of persons with a chronic drunkenness problem* particu- 
larly Skid Row residents. The focus has been on providing food, clothing, 
shelter # medical care* and vocational assistance as well as alcoholism treat-* 
ment services. Each of five initially funded projects has promoted a full 
range of alternatives for men and women at different levels of Skid Row 
acculturation. 

Preliminary results indicate that Skid Row people are better and more 
effectively served when treated through a health*^are system than through the 
criminal-justice system. The programs have tended to reduce the number of 
public Inebriates and improve the health of those remaining on Skid Row. It 
appears that an intensive inpatient rehabilitation program is more effective 
for persons relatively new to Skid Row, while a transitional residence tends 
to be more advantageous therapeutically for those living on Skid Row who wish-- 
at least initially— to adhere to its values. 

Polydrug Addicts 

A new population of multiple-drug addicts has begun to be visible. The 
widespread development of drug misuse and methadoni^ treatment programs has 
changed the patterns of drug and alcohol use. Some narcotic addicts are now 
turning to alcohol as an alternative, legally available drug (83), and persons 
with mixed addiction syndromes are being seen in both drug and alcohol treat- 
ment centers (30, 51). In addition, other classes of drugs such as sedatives, 
stimulants, and minor tranquilizers are being obtained with physician prescrip- 
tions as well as extralegally (34). The widespread availability and use of 
such drugs is producing complicated syndromes %irhich suggest the need to develop 
better drug«*free treatment methods, better-supervisedTuse of such drugs when 
medically indicated, better clinical methods of detecting multiple drug use, 
closer collaboration between drug and alcohol treatment programs, and new 
methods for intervention in the polydrug use pattern « 

Discussion of the efficacy of and problems surrounding the combination of 
alcohol and drug treatment services in common programs has increased markedly 
in recent years (37), but clinical experience in joining the provision of 
treatment services for drug and alcohol misusers has so far met with mixed 
results (113, 117). The National Institutes on Alcohol Abuse and Alcoholism 
and on Drug Abuse have begun jointly to support a limited number of combined 
programs to determine the efficacy of this approach. 



A wide array of facilities, programs, and agencies now exists. They 
include alcoholism information and referral centers, general hospitals, mental 
hospitals # alcoholism rehabilitation hospitals, aversion cdndltioning clinics, 
detoxlcatlon programs, tuberculosis hospitals, partial hospitalization 
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programs, halfway and quarterway houses, vocational rehabilitation clinics, 
alcoholism outpatient clinics , private physicians , Alcoholics Anonymous, com- 
munity human-service agencies, the police-court system, Skid Row agencies, 
business and industrial rehabilitation programs. 

General Hospitals 

One area where progress has been made is in the general hospital. The 
American Hospital Association is now beginning a national program to promote 
aJ^coholism programs in all general hospitals (1). Considerable effort is bein? 
made to include the resources of the general hospital in the total social 
system of care for alcoholic people C&y 18, 37, 93, IQO) • This includes the 
effort to change hospital admission policies so that alcoholic patients may be 
admitted to general wards with the diagnosis of alcoholism. Another type of 
utilization allows the hospital to provide medical care while nonprofessional 
community workers conduct an alcoholism program in specialized wards. A third 
approach is the development of professionally managed alcoholism wards. Yet 
another tack is the development of hospital alcoholism programs managed by 
professional alcoholism workers but conducted throughout the general hospital. 

Current models developed by the American Hospital Actsociation focus on 
functional alternatives. Thus, some large urban hospitals may operate hospital- 
wide programs and others support specialized alcoholism units. Many smaller 
hospitals may form consortiums with community agencies. A general-hospital 
alcoholism program will usually not offer definitive alcoholism treatment. It 
can provide reatment for the complications of alcoholism, serve as a diagnos- 
tic center, act as a funnel into the community alcoholism care system, and be 
a triage agency. In this way, the general hospital may become a catalytic 
resource in the community network of care. 

Intermediate Care 

Another major development is the intermediate care facility. The need 
for transitional care facilities in the community became evident many years 
ago in the wake of attempts to move alcoholic people on the way to rehabilita«* 
tion from a total hospital milieu into community life. The movement has spread 
so widely that there is now a national organization of alcoholism halfway-house 
workers. Some of the larger programs now have a graded series of facilities— 
quarterway # halfway, and three-quarterway houses— to provide varied degrees of 
external support in the process of resocialization (3, 12,26, 31, 35, 67, 96, 
135, 136). 

Although these efforts are sometimes given governmental siipport, they are 
usually nonprofit community programs supported by people in the alcoholism 
movement and are generally nonmedical and nonprofesaicnal in nature. They may 
use professional personnel for adjunctive medical or psychological treatment, 
but the major focus is on the therapeutic milieu" of life in the house. This 
movement has thus provided an important addition to the over-all social system 
of alcoholism care in meeting the needs of alcoholic people who formerly cycled 
through the legal system, mental hospitals, or welfare agencies. 

The effectiveness of intermediate care programs appears to vary widely. 
In a recent survey. Baker (7) classified two major types. One he called **Shel- 
ter" programs, which provide a means for resocialization: the other he called 

shackle'* programs because they appeared to reinforce the alcoholic person *d 
deviant role and perhaps even to use him. 

the alcoholic person's deviant role and perhaps even use him. 

The "^shelter" programs tend to be nonprofit organizations, use community 
hospital facilities, have advisory and control boards, employ professional 
counselors in therapy whenever possible, maintain open business books, and 
welcome inspections. The "shackle" programs were characterized by profit 
making, attempts to supply medical care at cost, administration by an autonomous 
director, efforts to discourage any ties with professionals or professional 
organizations, attempts to maintain financial secrecy, refusal to accept any 
governmental aid contingent on inspections, and activities of questionable 
legality. 
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The major problem in placing the intermediate-^care programs in perspective 
is financial stability. Most programs have been private and nonprofessional 
**8hoe8tring** operations^ but public subsidy is seen by some as a threat to the 
movement because it is thought to imply professional control and bureaucratic 
institutionalization. Many halfwayhouse proponents fear that those two 
possibilities would destroy the personal commitment and involvement that have 
underlain the movement. 

This raises a basic issue # namely the advantages and liabilities of 
professional versus lay personnel (94, 146). The staff of most halfway houses 
are reco^*ered alcoholic persons;* they personify the movement's success. They 
create programs in which they offer a personal model to the incoming recruit. 
In one sens»e, this has been described as a reconstituted family, and it is 
doubtful that professionally oriented programs could create and maintain this 
living reality. Thus the challenge is to create professional support while 
maintaining lay investment of interest and resources. 

Professional Attitudes 

Numerous studies have shown that medical and mental-health professionals 
have tended to ignore the problems of alcoholism. Knox (81) pointed out in a 
recent review that even with the increased national attention given to 
alcoholism, this negative bias still persists. In a nationwide survey, Cahn 
(17) found that most alcoholism programs were given inadequate budgets, staff, 
and facilities, and that professionals of marginal competence were often 
assigned to them. These many shortcomings, for which the medical and mental 
health professions are to some extent responsible, perpetuate the lack of good 
alcoholism services. 

If alcoholism programs are to attract and retain con^etent professional 
staff, adequate education will be required. In a review of professional cui- 
riculums, Einstein and Wolfson (39) found almost no curriculum time or content 
devoted to alcoholism. In the light of these findings the American Medical 
Association (2) has published strong recommendations for appropriate curriculum 
revision. The increasing participation in treatment programs of new workers 
without professional degrees— many of them people who have themselves recovered 
from alcoholism<»-i8 also helping to change professional attitudes toward alco-- 
holism and its treatment (94, 146) . These developments may herald major 
changes in professional attitudes and opinions that are vital to the successful 
conduct of treatment programs « 

If help and rehabilitation are to be brought to an increasing multitude 
of problem drinkers and alcoholic people, then a larger and more varied code of 
professional and allied personnel must be enlisted to participate in the total 
process. This will undoubtedly require the creation of new resources for both 
specialized training and accreditation, to open up attractive career opportune- 
ities to people with suitable skills and, when necessary, to upgrade those 
skills. These new cadres will need to be taught how to work as members of in* 
terdisciplinary and interprofessional teams in helping alcoholic people. The 
trainers too must be enclisted and imbued with the ideology that alcoholic 
people can be rehabilitated through the effective use of teams of professionals 
and new types of undegreed professionals. The development of these training 
and accreditation resources is one of the pressing needs for the speedier 
alleviation of the Nation's alcoholism problem. 

Treatment Methods 

The present section will take note of several areas in which either stib- 
stantially positive or negative reports have appeared recently. 

Family Therapy 

Group therapy was successfully introduced into alcoholism treatment long 
ago. In the past few years clinicians have reported the successful use of 
family treatment metho<^<s (27, 42, 47, 55, 69, 87, 102, 142), and this is the 
most notable current advance in the area of psychotherapy. As with most 
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psychotherapeutic innovations^ however ^ there have been few empirical evalua- 
tions of these methods (16, 98, 149, 160, 161). 

Steinglass and his colleagues (149) have been studying alcoholic persons 
and their families under a variety of circumstances. Observations have been 
made in homes as well as in a treatment unit^ with only spouses present or with 
children present as well. The researchers were impressed by the inqportant part 
alcohol played in the lives of all the family members. It often seemed to 
serve a pDsitive role in the family despite the well-known problems associated 
with alcoholism. For example, families were observed in two conditions*-when 
the alcoholic father was sober and when he had been given some alcohol to 
drink before the interview. There was a notable increase in laughter and 
direct communication in sessions before which the father had been drinking. 

In view of the positive or adaptive role that alcohol can serve in the 
family, it becomes necessary to help families develop alternative living styles 
once the drinking stops. Alcoholic persons or their spouses often became more 
depressed for a time after drinking stopped. Other problems did not go away 
immediately and some seemed to become worse. Also, very few of the couples 
reported having many close friends. However, while associating with other 
couples during the inpatient phase of the experimental treatment program, they 
seemed happier and there was a decided increase of interpersonal interaction. 
Although alcohol was freely available in this program, there was relatively 
little drinking after the first day or two. When the couples returned home, 
however, they almost always temporarily resumed drinking or became aware of 
missing alcohol greatly if they abstained. 

More follow'-up information about these couples needs to be obtained and the 
number of couples treated is not large enough to justify definitive conclu- 
sions, but tentatively the researchers offer the following suggestions: 

1« In treating alcoholism, attention should be given to family inter- 
actional factors in addition to individual problems. 

2. Consideration should be given to the adaptivp or positive functions 
that drinking served, so that farily tray irtcg. m.c t-here functions into . 
their sober life through some other means, instead of having to give them up 
along with the alcohol. 

3. Attention should be given to the families* extended social network. To 
this end multiple family groups as well as membership in A. A. and Al-»Anon may 
be useful. 

As a result of theoretical advances in family treatment, many alcoholism 
programs now routinely see the relatives of alcoholic patients. In some 
instances therapeutic efforts may be concentrated on a significant relative 
rather than on the problem drinker himself. 

Drug Treatments 

Many pharmaceutic agents have been tried in the treatment of alcoholism • 
over the years. In general, when a new drug appears, it is greeted with 
enthusiasm. The initial clinical trials are usually uncontrolled and result 
in reports of modest to marked success. With experience, the clinical fervor 
decreases and finally well^controlled double-blind studies fail to sub- 
stantiate the initial claims of the agent's efficacy. (This history is not 
unique to alcoholism.) The early success of most drugs tried in the treatment 
of alcoholism appears to have been due primarily to th^ir placebo effects 
(154) . The enthusiasm of the therapist, transmitted to the patient eager to 
be cured by a *'magic bullet,'* engenders an enhanced capacity to respond 
affirmatively to their mutual aim — at least for a time. Thus, a recent 
comprehensive review (109), which included studies of antidipsotropics, aver** 
sives, ataractics, and hallucinogens, found no evidence of their therapeutic 
effectiveness in alcoholism. The reviewer concluded that **While the routine 
use of drugs remains unwarranted, the indications for critical research are 
strong." 

In the face of such negative evidence, the continued use of drugs in the 
treatment of alcoholism comes into question. 
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An important aspect of drug therapy, however, is the general psycho^* 
dynamic nature of the drug«*giving and receiving transaction. It has been 
suggested that the "image** of a drug therapy program may be a propitious way 
to deal with some types of alcoholic patients. They can relate to a medical 
model of illness and experience a low level of entt>tional interaction with 
medical personnel. The concrete sense of **being treated,** by being given 
medicine, may lead to a good therapeutic relationship with beneficent outcome* 
Drug treatment, then, may be producing not just a placebo response to the 
drug; it may constitute a treatment modality engendering a type of psycho- 
dynamic interaction, even when not consciously sought by the physician. 
Obviously the effectiveness of this technique does not rest on the specific 
drug but rather on the total transactional treatment program, in which the 
drug is an important symbol (77, 115) . 

In this context it is useful to review recent studies on the use of 
disulf iram (Antabuse) . Critical reviews have found that mere indiscriminate 
prescription of this drug has not proved to be a successful treatment method 
(58, 89). But the use of disulf iram with selected alcoholic patients, for 
vrtiom it serves as a positive ego reinforcer, or as a **chemical fence,** aiding 
them day by day to avoid starting to drink, is effective as part of a positive 
treatment transaction (5, 92) . 

Kline (80) has recently reported that lithium administered to a group of 
men without symptoms of manic-depressive illness who had been hospitalized for 
detoxication reduced the number of later detoxications they required^ although 
they continued to drink. If the results of this study are confirmed, lithium 
may prove a valuable tool in helping decrease the morbiditv associated with 
alcoholism. However, lithium is a dangerous drug that can be used only under 
cautious medical supervision. 

When careful experimental studies have been performed, other drug treat- 
ments have been found no more effective than placebos. Two highly publicized 
treatments whose apparent effectiveness has been seriously challenged are LSD 
therapy (91) and the antitrichomonad agent metronidazole (Flagyl) (61, 72, 129, 
131). Various drug fads, such as multiple vitamins and anticonvulsants have 
failed to stand up to scientific scrutiny (72) . 

Detoxication 

Concerted interest has been evident for some time in the development of 
new detoxication methods (140, 151) , partly because of the realization that 
the detoxication schemes of the past were inadequate (54). Detoxication can 
be an effective first step in engaging alcoholics in a successful rehabilita«* 
tion effort, and most detoxication programs do not require expensive and 
elaborate medical facilities (22, 49). Conservative use of ataractic medica*^ 
tion usually prevents seizures (VI, 155) without the use of diphenylhydantoin 
(Dilantin), which may be ineffective in the short run (134). The major 
problem in detoxication programs is not medical memagement but rather triage 
into a rehabilitation system and the provision of social supports* The 
authors of a nationwide survey of alcoholism services concluded (59) : 
**Because many alcoholics would rarely if ever need inpatient care, provided 
other kinds of services were readily available, the community-based outpatient 
clinic can be legitimately considered the backbone of alcoholism services.** 

To date there has been understandable reluctance to separate detoxication 
services from medical facilities* Progress has been made, however, in 
distinguishing between alcoholics who require Intensive medical care and 
those who require only nursing care or supervised observation. In a recent 
report, Peldman and his colleagues (45) published empirical data on 564 
intoxicated persons who were consecutively provided ambulatory detoxication. 
Only half actually required definitive detoxication management, which was 
handled on an outpatient basis, and fewer than 18 percent required hospital- 
ization for medical care. There were no fatalities among these patients. 
Thus there now seem to be three useful types of detoxication: intensive 
medical care, supervised observation in specialized centers, and ambulatory 
care* Recognition of this tr.iad of possibilities should lead to greater 
flexibility and cost-effectiveness and more appropriate services in detoxica- 
tion programs* 

o 
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Behavior Modification 

Another area of note is the continuing development of behavior modifica- 
tion methodology in the treatment of alcoholism. The behavioral approach is 
grounded on learning theory and experimental psychology (50^ 159)* Although 
a variety of methods has been reported » they all center on empirical treatment. 
That is, the behavior of the patient is analyzed and subdivided into discrete 
elements f the specific behaviors to be changed and the methods of intervention 
to be used are laid out and agreed on with the subject # and the results of the 
therapy are continually assessed as specific changes in the target behaviors. 

Early work in behavior modification had a machine-^like quality to it. The 
focus was on very simple behavior pieces in which the modification maneuvers 
were techniques like systematic desensitization, aversion therapy, combined 
aversion and relaxation, the use of chemical agents, covert sensitization, 
audiovisual aversion, and assertive training (9, 82) • In the main, these 
trials suffered from lack of longitudinal followup. Although short-^term gains 
were manifest, there were few data with which to assass the persistence of 
improvement. An exception is the now historical work of Voegtlin and his asso- 
ciates in aversive conditioning with the use of emetic drugs: they followed up 
substantial numbers of patients, some as long as 10 years (156, 1S7X Careful 
double-blind studies showed that some aversion techniques were no oetter than 
placebo procedures (33, 66), and there was little evidence that producing 
aversion to alcohol would in itself affect other dysfunctional behavior in 
the life of alcoholic people. 

As behavioral methodology has matured more attention has been paid to the 
alcoholic person's psychodynamics , though there is a fundamental difference 
between the behavioral school and the adherents of psychodynamic psychotherapy. 
The latter is predicated on the idea that analysis and understanding of 
behavioral motivations can lead to changes in motivation and hence in behavior. 
The behavior-modification approach, in contrast, makes no assumptions about 
motivation or behavior, but seeks instead to describe both undesirable and 
desirable behavior. The subject participates in this "behavioral analysis,** 
and treatment consists of a variety of behavior-rewarding, modeling, and 
guiding experiences. 

Such programs usually try to modify drinking behavior itself, as well as 
other dysfunctional behavioral responses to life situations that might evoke 
destructive drinking. Not all these programs attempt to achieve abstinence. 
Some try to change patterns of behavioral adaptation to stress, and to increase 
control over drinking, possibly leading to less harmful drinking behavior (73. 
159). 

The behavioral modification programs are still experimental. Whether or 
not they will show any therapeutic success, they may yield a better under* 
standing of alcoholic behavior. Work in this area includes the pioneering 
studies of Mendelson (L04 ) # Mello (103 ) » Nathan (m ,112 ) $ Sobell and Sobell 
0.08 , 143 , 144 ) , Paredes C119 , 120 ) , Cohen, Faillace, and their cowrkers 
23^ 24 , 25 , 44 ) , and Gottheil and his associates t52«»65 ) among others (21 , 40 , 
86' 95' 99^105 )• These experimenters believe that their work is capable of 
being evaluated strictly, and rigorous evaluation in the long term will be 
essential before any conclusions can be drawn from it. In the meantime, 
therapists with vast experience in alcoholism including many of the behavior-* 
modification experts, warn that alcoholic persons should not jump to unwar- 
ranted conclusions that they can safely experiment with controlled drinking. 

Transactional Analysis 

A particular variety of group therapy, transactional analysis has become 
popular because both therapists and patients can easily understand it and 
because its emphasis on games, roles, and scripts is catchy and often therapeu- 
tically useful (147). The transactional analyst maintains that alcoholic 
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persons can be cured dnd expects to succeed with the majority of patients who 
are interested in changing their lives. Steiner, a leading practitioner in 
this school, writes (148): "It is clear that an assumption of chronicity ano 
illness on the part of alcoholism workers will have the effect of generating 
chronicity and Illness in the patient » while an assumption of curability will 
tend to generate cures. This latter point suggests that considering 
alcoholism a chronic illness may be potentially harmful to, and may in 
fact be promoting illness and chronicity in, large numbers of alcoholics.** 

The transactional analyst brings to bear what he considers three potent 
therapeutic techniques. First, by refusing to participate in the "game," he 
leaves the patient without incentive to play. Second, he assigns responsi-* 
bility for alcoholic behavior to the patient. Finally, he tries to instill 
positive expectancy and hope in the patient. Care must be taken in trans-* 
actional analysis to assure that the therapist and group members do not use 
the treatment sessions to vent their aggressions on other members who are not 
used to protecting themselves. 

The idea that alcoholic persons are '*playing games,** or that they can be 
appropriately dealt with or effectivel/ helped from this perspective^ has 
been sharply challenged by therapists of other schools (36, 116) as well as 
by members of Alcoholics Anonymous (118) . 

Alcoholics Anonymous 

A. A., historically, has probably been the most effective modality in 
helping alcoholic people achieve sobriety and remains outstandingly influential 
(97) . Many methods are known to help alcoholic patients to stop the destruc- 
tive drinking. A great many therapists regard A. A. as the most useful adjunct 
to any treatment, especially in helping to maintain the gains of the beginning 
of treatment. The importance of treating the entire family has been recog- 
nised in the formation of Ai-Anon, Alateen,and Al-Atots as adjuncts to A. A. 
fox adult relatives, teen-age sons and daughters, and younger children of alco- 
holic persons. An interesting recent development in several cities has been 
the establishment of clubs where alcoholics and their spouses can go' for social 
events as well as modified group therapy. It is possible that this represents 
the trend noted f?:sewhere for couples and families to receive help together 
rather than separately, and the recognition that the issue in families is not 
how a "healthy" spouse deals with a "sick" partner but how they cope together 
with a mutual interactional problem in which alcohol plays an important role. 
These subsidiary groups do not teach nonalcoholic relatives how to manipulate 
the alcoholic family member. Instead, they concentrate on helping the rel- 
ative:; appreciate and deal with their own feelings toward alcoholism and the 
alcoholic person. As a byproduct of this experience, nonalcoholic family 
members assist in recovery rather than aggravate the illness (6 # 42 » 43 » 
49. 60) . 

Motivation of the Alcoholic 

Several studies have shown that both professionals and laymen view the 
alcoholic as a person who "chooses" to drink and therefore entraps himself in 
his alcoholism (85, 86, 126, 150) . Since the alcoholic person begot his 
alcoholism, the argument goes, it remains his responsibility and choice to 
lift himself out of it by his own bootstraps; accordingly, nothing can be done 
by way of therapeutic intervention for him until he undertakes his own rehabil- 
itation. 

It is paradoxical yet understandable that the alcoholic person is thought 
to act with intent and choice when, in fact, the essential characteristic of 
his illness is that he is disabled from directing his actions, especially 
where alcohol is concerned (75, 90) . But the layman and professional alike 
see him as suffering from a self-"chosen" condition, and this gives rise to 
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the impression that an alcoholic person who does not deliberately •'choose" 
treatment will not profit from it (130# 150) . 

It is notable that successful alcoholism programs are those that have an 
.qg-essive outreach \59;. Alcoholic persons do respond to treatment alterna-* 
tives when they are offered. O^afetz (19) clearly demonstrated that the 
failure of treatment does not lie in the patient's poor motivation but rather 
in failure to provide treatment alternatives and to maintain close contact 
with him. 

Treatment Outcome 

Evaluation is being increasingly recognized as critical for the continued 
expansion and improvement of treatment programs. Individuals and organi*- 
zatlons with Ixfe^and^death power over such progrcuns are requiring quantitative 
evidence of effective impact on clients as well as efficient and economical 
management. In general the treatment of alcoholism is often looked on with 
skepticism and pessimism. 

Conventional wisdom has held that there was no very effective therapy for 
alcoholism and that differences among treatment methods were inconsequential. 
This attitude is undoubtedly due to the low rate of success reported in 
evaluations of various treatments. Most of those studies » however # have had 
serious methodological flaws which distort the record of actual effectiveness 
of treatment in alcoholism (123^ 124) . 

The first major flaw is failure to discriminate between the rehabilitation 
potential of different alcoholic populations. For example, it is estimated 
that among alcoholic inhabitants of Skid Row a total rehabilitation rate of 
only 5 to 10 percent may be expected, but in business and industry problem 
drinkers have a high total rehabilitation potential, as high as 80 or 90 per^ 
cent. Another facet of this flaw is cost-ef fectiveness. Very intensive 
therapeutic programs for excessive drinkers with low recovery potential will 
not show much success, but more modest programs for high<»potential patients 
will usually have considerable cost-effectiveness. 

A second flaw arises from the limited perspective of treatment personnel in 
evaluating their results solely on the basis of their own one-*time experience 
with a patient. It is natural for a therapist or clinic, when a patient drops 
out before having shown definite signs of recovery, to write him off as a 
therapeutic failure. This assumes that the patient was not benefited at all. 
But as one commentator has noted (74) , this assumption may be erroneous, for 
"most therapists' successes are built on the preceding therapists* failures. 
So your failure can be the next therapist's success; which means, you haven't 
accomplished nothing." in other words, evaluation based on what happened 
between time 1 of any treatment undertaking and any particular subsequent 
time X does not necessarily reveal the total effect of the therapeutic effort. 
The pay-off may be in having laid a necessary foundation for the success that 
will->-*again erroneously — be attributed exclusively to the next therapeutic 
effort. This error is partly responsible for the discouragement that some 
therapeutic perjonnel feel about the "low rate" of success with alcoholic 
patients. 

A third flaw involves the target of treatment. Since excessive drinking 
IS what appears to bring the alcoholic patient to treatment, rehabilitation 
programs have often focused solely on the drinking. This approach ignores 
other serious problems in the patient's life that may be influencing his 
drinking behavior and which, unless they are dealt with, may make recovery 
from the alcoholism impossible. 

A fourth flaw concerns the criterion of success. Success can be measured 
effectively only in the light of specified goals. In turn, the definition of 
treatment goals is intimately related to the therapeutic needs of specific 
alcoholic populations and to the available methods of treatment. The 
differential definition of treatment goals in alcoholism, however, has only 
recently come under considerations (48, 123) . 



ERIC 



1S5 



Historically, abstinence was the sole criterion by which the success of 
alcoholism treatment was measured {158^» It was assumed that if a problem 
drinker achieved abs^tinence^ whatever problems he had in other areas of his 
life would resolve themselves ^ or that they were in any case disconnected 
from the drinking problem. Empirical data do not support that assumption. 
Abstinent alcoholic persons do not alwavs improve in other important areas of 
functioning. Gerard and co-workers (57 for example, found that a consider*- 
able number of totally abstinent former alcoholic clinic patients were overtly 
disturbed. Mere abstinence, thus, does not necessarily denote achievement of 
full emotional health. 

It was assumed, however, that if an alcoholic person were not abstinent, 
he was fiOt rehabilitated. But several researchers, beginning with Davies (32) 
in 1962, have shown that some problem drinkers apparently develop the capacity 
to change their drinking behavior and successfully adjust to life without 
becoming total abstainers (76 ,121 ,122 #153 ) • 

Other confounding factors that bias the evaluation of treatment have been 
summarized by Miller and co-workers (107): the definition of alcoholism used 
by a treatment institutioni the reputation of the programi rejection of some 
applicants; patients' failure to report after their acceptance i drop^-outs; 
incomplete participation of some patients in treatment regimens i exclusions 
from study protocolsi deaths; and patients who become untraceable or refuse 
to cooperate in follow-up studies. Failure to account for these variables 
produces skewed samples that flaw attempts to interpret the success of treat*- 
ment. 

In recent years a small nuniber of treatment evaluation studies have taken 
these methodological problems into account. These studies^ in general^ 
indicate that various treatment programs are differentially successful, with 
improvement rates ranging from 50 to 75 percent (56, 78^ 79, 91^ 98# 125, 
127, 13S# 142, 1C2 )• Emrick (41), in a review of 265 reports of psycholog- 
ically oriented treatments of alcoholism, found that about two«-thirds of the 
patients had improved, half of the improved having achieved total abstinence. 

In another new development, the NIAAA has viewed the measurement of treat- 
ment outcome from the perspective of program management more than of treatment 
research. A centralised computer-based data collection system has been 
installed in about 20 percent of the treatment projects supported by NIAAA. 
One of its primary objectives is to gather information about changes in the 
clients that can be related to the program characteristics. 

The system has collected data on over 40,000 clients i. its first full 
year of operation. This sample size, tremendous in comparison to the usual 
evaluation study, provides one of the richest existing data bases on problem 
drinkers and alcoholic persons who have come into treatment. It includes a 
wide range of both socioeconomic and drinking-related characteristics of 
clients at intake, data on treatment services rendered, and progress and follow- 
up information for assessing outcome and change . At the present time, however, 
the average client has been enrolled in these programs only a short time# so 
that only some preliminary analyses are available. 

To illustrate the data base, some characteristics of the clients at intake 
are shown in Table 1 from three different kinds of programs. It can be seen 
that the public inebriates have uniformly somewhat more severe indices of alco<* 
holism problems than the other population. On the other hand# arrested drinking 
drivers referred to treatment by Alcohol Safetv Action Projects are in the 
best condition, indicating the value of this approach for early identification 
of problem drinkers. The 6-month changes in these indices are shown in Table 2 
for the program with the largest sample, the ccMiq^rehensive Alcoholism Treat- 
ment Centers. It is noteworthy that the individuals who have remained in 
contact with the Centers at least 6 months showed milder levels at intake than 
did the total sample which includes those who dropped out earlier. Finally, 
Table 3 exhibits some data on the personnel who provide services at the Centers. 
Only 56 percent of their time was devoted to direct services to clients. 
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TABLE 1 










CHARACTERISTICS OF CLIENTS AT TIME OF INTAKE TO DIFFERENT 
KINDS OF TREATMENT PROGRAMS COMPARED TO GENERAL U.S. POPULATION 




U.S. PoDulationl^l 


ATC PfOflrarf»<»>) 


ASAP/AC 
Progremlcl 


Public 

nebriate 

Program 








All 
Clients 


OWI 
Clients 


AC OWI 
Clients 


All 
Clients 




Total 


Drinkers 




N.A. 


N A. 


14.3 


133 


17.6 


15.8 


Aw. t\o of times (all rlii»nT^l 
Ave. (Ui. >>f tiine^ (clmnts 

repOrtiriQ prior ttt*dtmi»nt) 
% no tfMtfvt^m 


N.A. 

N.A. 
N.A. 


N.A. 

N A 
N.A. 


0.9 

2.5 
63.2% 


0.4 

23 
84.1% 


0.2 

1.6 
85.4% 


1.7 

33 
48.5% 


f tti4nol CoiisumDtion (pr*>ce(1tng month) 
Avfiaqe otii»ces pei (lav 04 
A ^erage days & ank M . A. 
%a^)^dine<1 4? 5% 


OR 

N.A. 
0.0% 


7.2 
14.9 
13.0% 


2 5 
10.2 
21 7% 


14 

9.9 
17.2% 


83 
14.6 
13.6% 


B» hjviOfal Pattern (preceding month i 
|iripairm«»nt incJev^d^ 
'^ quarrel en 
^ drdiik or< |0b 
V n .issi'Ll o'Oik 


07 
3.2% 
3.5% 
0.5% 


1.2 

56% 
6.1% 
0.9% 


13.4 
37.9% 
42.3% 
43.1% 


5.9 
23.3% 
19 4% 

17.9*'. 


33 
143% 
11.1% 

9.4% 


16.7 
399% 
465% 
623% 


Numbtf of lotaket 






13.251 


2.613 


1.71 1 


2.239 


(d)Oata from Louis Harris & Associates national cross-sectional survey of U.S. population 

(1590 persons, age 18 and over). 
0))ATC stands for comprehensive NIAAA Alcoholism Treatment Centers. 
(^)NIAAA Alcoholism Centers associated with Alcohol Safety Action Projects. 

the impairment index ranges from 0 for no impairment to 33 for maximum impairment • 
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TABLE 2 

CHANGE IN CLIENT CHARACTERISTICS SIX MONTHS AFTER INTAKE 
TO NIAAA ALCOHOLISM TREATMENT CENTERS 



ALL CLIENTS OWI CLIENTStO 



Intake 6Mos. Chanatt Intake 6Mos. Change 



Ethanol Consumption 
(during preceding nnonth) 

Average ounces per day 6.3 

Average days drank 1 37 

% abstainers 15.4% 

Behavioral Pattern 
(during preceding month) 

Impairment indf»< 12*4 

% quarreled 37.2% 

% drank on job 38.7% 
% missed work (1 or more times) 40.1% 

Employment Data 
(during preceding month) 

Average days worked 

(labor force) 12.4 

% unemployed (labor force) 40.5% 
Average earned income 

(all clients) $275 
Number of clients - range 

for variables $hown(bT 1 443 1 



1.6 


75% 


2.0 


0.6 


70% 


5.3 


61% 


8.7 


5.1 


41% 


54.6% 


355% 


27.8% 


49.9% 


80% 


4.3 


65% 


5.5 


1.7 


69% 


14.8% 


60% 


21.6% 


6.6% 


69% 


16.1% 


58% 


15.6% 


7.1% 


54% 


14.8% 


63% 


17.6% 


6.2% 


65% 


14.9 


20% 


1&8 


18.3 


9% 


25.4% 


37% 


17.8% 


12.2% 


31% 


$313 


14% 


$430 


$451 


5"^ 


1846 




377 to 


424 





(3)|mpdirment index ranges from 0 for no impairment to 33 for maximum impairment. 

(b) Number of clients at intake and six months after intake is the same for any given variable. 

(c) Oriving while intO){icdted. 
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TAeiES 




PROFILE OF STAFF AND OlSTRIBUTIOM OF STAFF TIME 


AT NIAAA ALCOHOLISM TREATMENT CENTERS 


PROFILE OF STAFF MAN-HOURS 




BY DISCIPLINE 


Percent 


PtvS C arii 


4 




14 




3 


See d ^'I'kefi 


10 


J^r^C irr counselors 


18 


Otif jnu"seiori - therapists 


19 


Acjf^ <;♦• ji xe. non-health staff (a) 


32 


Total 


100% 


DISTRIBUTION OF STAFF TIME 




Direct Services to Oients 


S6 


Indirect Program Services 


13 


General Administration 


31 


Total 


100% • 


(a) Does not include other disciplines devoting time to administration 
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The potential exists, through the data system, to learn a great deal 
about the delivery of alcoholism services as they relate to specific measures 
of client status. Furthermore, the standardized data base serves as an ad- 
junct to special studies in which, for example, a sample of clients may be 
Interviewed one or two years after initial intake to augment the existing 
information with knowledge about longer-term changes in their condition, 
sequences of treatment services received from other resources, and so forth. 

Summarv 

Although ill-defined treatment concepts and inadequately tested methods 
have impeded progress, significant advances in the treatment of alcoholism 
have been made. Current data show that alcoholism is treatable, though rates 
of reported success vary greatly. It has become increasingly evident, as 
Bowman and Jellinek (15) long ago theorized, that no one treatment modality 
can be successful with all persons who exhibit drinking problems. Because 
individual problems, needs and resources vary greatly, a variety of treatment 
strategies should be available in each community, and they should be utilized 
discriminative ly by treatment personnel. The future availability of large 
comprehensive data bases for use in evaluating treatment outcomes should aid 
substantially in creating better treatment and rehabilitative services. 
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Chapter VI I I 

PROBLEM DRINKERS ON THE JOB 

One of the main goals of the alcoholism movement since the early 1940s 
has been to gain recognition, both among influential decision makers and by the 
general public « that alcohol problems are widely distributed throughout the 
social structure of the Nation. The task of erasing the Skid Row sterotypo 
of "^the alcoholic" hai been difficult and is not yet completed. 

Ample evidence now exists that the substantial majority of American prob*- 
lem drinkers are located in relatively stable familial and economic circun- 
stances (8, 9, 19). But attempts to use the family r.s the locus for identify* 
ing the developing problem drinker have been unfruitful because of the diffu&e 
emotional relationships that characterize family structure and process. Over 
the years, a growing amount of attention has been directed to the potential 
of the workplace as a locus for identifying the developing problem drinker. 

Several large American industrial corporations launched alcoholism 
programs in the 1940s, with the goal of rehabilitating employees in whose 
skills the company had a considerable investment, as well as reducing the 
losses exacted by alcohol-related behaviors on the job (4, 6, 13). While 
these programs established their effectiveness fairly early, the diffusion of 
the concept of a con^dny<-based program for the identification and treatment 
of employed problem drinkers was relatively slow during the 19508 and 1960s. 
The National Council on Alcoholism invested considerable energy in making its 
local councils aware of occupational program concepts, but the resources 
necessary to launch a nationwide program to reach all employers and labor 
unions were not available to a voluntary organization. This leadership, 
however, greatly influenced the orientation of manpower and resources of the 
National Institute on Alcohol Abuse and Alcoholism following its inception 
in 1970. 

The Bases of Occupational Programming 

The special value in identifying problem drinking among employed persons 
is that work settings provide unparalleled potential for early and effective 
intervention. The employed problem drinker can be helped before his problem 
progresses to a point of deterioration where he becomes unable to do productive 
work and may need extensive inpatient care (15). 

Experience has shown that successful early-identification programs for 
employed problem drinkers are based on five essentials: 

1. A written policy which specifies the procedures for identifying and 
confronting employees who may have drinking problems, and including explicit 
recognition by the organization that alcoholism«—more usefully called '^problem* 
drinking*" in the employment 8etting-**is a health problem, and that employees 
with such problems win not be penalized for seeking help; 

2. Speci f i c chan g el a within the work organization, including designation 
of a program coordinator, where identified problem*drinker employees are 
counseled and, if necessary, referred to appropriate resources in the community 
for holp in dealing with their problem; 

3. Training of managerial and supervisory personnel regarding their 
responsibilities in implem-^nting the program; 

4. Education of the entire work force concerning policy, procedures and 
the provision o^ help*wi thout-penalty for problem drinking 
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5. Cooperation between managoment and labor unions and other employee 
organisations in providing support for the program, its implementation and its 
continuity. 

Proven Strategies 

The early corporate programs, although few in umber, have afforded an 
opportunity to develop strategies in the occupational area based on the results 
of experience. These strategies, recommended to organizations seeking clues 
for the successful operation of an occupational program, are (1) Recognition, 
(2) Documentation, (3) Confrontation, and (4) Offer of Assistance. 

i,. Recognition? In most instances, problem^dr inking by hn employee will 
become manifest in (a) impaired job performande, and (b) absenteeism, before 
the appearance of the severe classical symptoms of alcohol dependence. When 
supervision is competent, these early but repeated signs»»poor work, or 
patterned or suspicious absenteeism, or both-«*are easily recognized in spite 
of efforts by the employee to conceal them. 

2. Documentation of impaired performance sets the stage for intervention. 
Unlike most other social relationships, the link between the eoployer and 
employee is contractual. Repeated instances of inadequate job performance 
constitute a breach of this contract. 

3- Confrontation . Problem drinking accompanied by impaired performance 
often occurs in env>loyees who, having worked for years in one organization, 
have intense psychological as well as economic investments in their jobs. 
Confrontation of such an enployee is a momentous event when fortified by 
documented inadequacy of job performance and the clear possibility that 
disciplinary action will be taken if he does not take steps to bring his 
performance back to an acceptable level, documented Jointly by labor-management. 

This confrontation usually precipitates a crisis, which can motivate the 
employee to do something about his problem. Often he responds by accepting 
the help offered by the organization rather than face possible adverse action 
that may shatter his central life role. In many instances the confrontation 
undemines the basic rationalization which enabled the employee to avoid 
recognizing his problem--*the notion that his drinking did not affect his work. 
(**If I'm doing my job, I can't be one of those.... 

4. Offer of Assistance . The amount and k.'^nd of assistance offered depend 
on the capability and circumstances of the employer. Inqplementing a program 
to identify and help the problem-drinking employee recover his health may 
necessitate an investment in new personnel and procedures, additional super-- 
visory training, and employee education « If the program is correctly viewed 
as a means of regaining the productivity of skilled employees in whom the 
organization already has considerable investment, it is simply an addendum 
to typical company goals and assigned st * Hsory responsibilities. In many 
cases the program can be located in exisc personnel or medical departments # 

Ease and Cost of Setting Up the Program 

Since the strategy primarily involves extending the existing organize* 

tional structures and aoals rather than in inaucruratina new operations, the 
employer's major need is for consultation and guidance in how to set up and 
maintain anti-problem^drinking activities. Occupational programming is 
therefore one of the most efficient and economical means of reaching a large 
number of problem drinkers, since the bare bones of the operation are often 
already supported by employers and labor organizations. 

Despite its simplicity, managerial logic and relatively low cost, 
occupational programming to assist employed problem drinkers constitutes an 
innovation. As with most new approaches, the diffusion process across the 
national range of work settings is slow and not without pitfalls. 

The Historic Approach 

Before 1970, most occupational programmin? efforts were focused on the 
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supervisor's recoqnition of the signb and symptoms of alcoholism (11# 14), a 
logical approach if the perceived goal is to detect alcoholic employees and 
provide assistance to them. Thus training and education were primarily 
directed toward a description of the types of problem drinkers and symptoms 
of Alcoholism, with emphasis on beha^'icral features to watch for. 

Although such a strategy has benefited many organizations and successfully 
returned their employees to productivity (4, 7$ 20), the approach was frequent- 
ly impractical for several reasons. 

First, the use of signs and symptoms for identification requires exten* 
sive supervisory training, and places supervisors in an unaccustomed role of 
diagnosticians. Because of the ambiguity of many symptoms of alcoholism, 
recognition can be delayed by an employee who manipulates the supervisor and 
provides rationalizations for his apparent problem drinking. Furthermore, 
many supervisors feel uncomfortable in a diagnostic function, leading them to 
cover up for an employee Vhile attempting to handle the problem themselves 
(17). 

Second, such a strategy requires the explicit designation of the company 
program as an alcoholism program. Supervisors and employees are often 
reluctant to utilize a resource which requires labeling that is regarded by 
some as derogatory and as leading to the stigmatization of employees processed 
through it (14) . 

Third, some employers have hesitate<i to adoot a visible "employee 
alcoholism program" lest the known existsnce of such a problem damage their 
relations with clients or the community. 

Fourth, the strategy of an "alcoholism program" tends to foster the notion 
that a drinking problem emerges as a clearcut entity unaccompanied by emotion- 
al, marital, financial or legal problems. Thus program resources and staff 
arc sometimes so narrowly geared that they cannot deal with the wide spectrum 
of pernonal dif Ciculcios that must be clenved away before the employee can 
rttturn to l ul! product ivlty. 



The Troubled Employee — A Maw Approach 

Because of resistance by some suoervisors and problem-drinking employees 
to utilizing programs identified with the label<j of alcoholism or problem 
drinking, the Occupational Programs Branch of the National Institute on 
Alcohol Abuse and Alcoholism began in 1972 to recommend the "troubled employee" 
approach under which a few companies hftd undertaken an innovative procedure 
for dealing with problen drir.kers. U.^ing this approach, supervisors are 
trained to identify impaired job performanre as ^tanifcst in substandard work 
and excessive or patterned abnenr«> — without pinrointing or relating the cause 
to possible alcoholism. The training ir..iy include a background review of some 
features of problem drinking and other problerts, but the supervisor is given 
responsibility only for observation of impaired p<irfor7iance — not diagnosis. 

Such a strategy obviously also identifies underproductive employees 
whose primary difficulty is with pot« thing other than alcohol, although 
experience indicates that the bulk cf these ?potted through the troubled- 
employee approach ha^^a proble.ii8 with alcohol in addition to their other 
difficulties. And many employers favor 'le&ling vich a range of problems 
associated with impaired orrforpance rather than orienting a program exclu- 
Aively to drirkin? orobleps. Thuii. vhila the historic if^entification-of- 
symptoms-of-aJcoholism approach often result^-d in incomolete or delayed 
recognition of problom drinkers becau?? cf cupervisor* subordinate "negotia. 
tion," the troubled-euplovfte ao^roach. b" «.onc»ntratiaa siranly on substardard 
performance, has offered a speedier, lens embav-rassirg method of identifying 
problem drinkers ^rd o^ihers in need r^f help 

In addition, the trojbIed-<»molcyee eoproa^h bu: l-fs on <:xi8ting super- 
visory responsibilities, rather ^.han r?qui*-ir.c su?ervi?orr. to learn new skills. 
Finally, by defirition, the troubled-*mt>loy<¥e acproach avoids the potentially 
stigmatic labels of "alcoholisn"* or 'rroMen urinkino" v;hich can retard 
referral to sources of assista-ice. ' ' 
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Many employers and labor organizations still favor strategies geared to 
providing services specifically for problem drinkers, since the troubled- 
employee approach is not completely free of minor wrinkles* But it is 
noteworthy that almost all occupational programs, regardless of orientation, 
have abandoned the strategy of recognizing the signs and symptoms of problem 
drinking, and are training supervisors to use the impaired-performance 
criterion for identification. 

One yet unsolved difficulty in the troubled-employee approach is the 
possibility that avoiding the term "alcohol" provides cover-up opportunities 
for problem-drinking employees and their supervisors. Another is that referral 
of numerous nonalcoholic troubled people may camouflage the ineffectiveness 
of a program in reaching problem drinkers. 

Finally, a broader range of community referral outlets is needed to 
support an effective troubled-employee program, and such resources may be 
limited in many co.mnumt los. So while this new approach represents the major 
emphasis in occupaciu/Hcil. programming, it is most practical to adjust the 
strategy to the enviromncntal resources and needs of the local organization 
developing the program. 

National Consultation for Occupational Programming 



Where could local employers find the technical know-how to set up a 
troubled-^omployep program* supposing they understood the need to assist 
employees with drinking problems? It was recognized by 1972 that only the 
Federal Government could spark a suitably broad-based and substantial effort. 
A nationwide program was then initiated, offering 3-year grants of $50,000 a 
year to each State and Territory which would support two occupational program 
consultants: one to promote programs for troubled employees in private work 
organizations, the other in State and local government agencies. Nearly all 
States and Territories applied for the grants, and appointments were made 
within each State*s designated alcoholism authority. 

A 3-week training institute for the 106 new occupational program consul- 
tants was conducted by the National Occupational Alcoholism Training Institute 
(NOATI) , involving intensive education in alcoholism, organizational behavior 
and labor-management relations. Since then, three 1-week institutes conducted 
by NOATI at G-month intervals have provided advanced training in specialized 
problems experienced by the consultants themselves, and afforded them 
opportunities to share useful strategies. 

Since the consultants are based in each State government's division 
responsible for over-all alcoholism progra*nming, their operations reflect 
(1) the differing State structural arrang^jments , (2) variations in the levels 
of State acceptance and support of alcoholism activities, and (3) the diverse 
backgrounds of those recruited as occupational program consultants. Thus 
considerable variety has emerged in the pattern of activities because of 
differing opportunities for role shaping. 

The consultants have four basic functions: 

First, the consultants stimulate the interest of management thro ighout 
the State in installing a program to identify and assist employees whv *ifve 
drinking problems, and to provide these managements with advice and initial 
supervisory training assistance in launching such a program. Equally 
important is activating and maintaining the interest of appropriate labor 
organizations (1, 5, 16). 

Second, the consultant works to sustain the continuity of programs 
already developed. 

Thud , the consultant disseminates occupational programming concepts to 
organised 'groups of management, personnel specialists and industrial medical 
professionals to assure their cooperation. 

Fo urth , the consultant develops rapport and a sharing of concepts with 
pxinting alcoholism treatment and counseling agencies in the locality, to 
keep thei' readily available for companies which implement programs. 
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All these activities are covered under the Federal grants, which include 
funds for travel and back* up support for the consultants, in addition to 
salary. In many instances States have allocated further funds for activities 
which exceed the grant. 

Obviously the launching of nationwide occupational programming has 
required recognition of consultation in this field as a new type of profession. 
No existing occupation met the unique coirhination of skills needed for the work 
to b?^ done. The position rf*quires knowledge of alcohol problems and their 
treatment, consultative ability that ia both persuasive and conducive to respect 
from the work world, and broad acquaintance with the functioning of diverse work 
organizations anJ their relationships with a range of orqanlaed labor groups* 
The relatively low turnover in the total consultants* group (about 2S%, much 
of it representing recruitment into other occupational programming positions) 
indicates that an attractive new profession is emerging and producing job 
satisfaction for consultants and supervisors. 

A professional organization in which practitioners can share arising 
problems and develop liaison with related professions is important in the 
professionalization process, and gains respect from both management and labor* 
To this endt the Association of Labor and Management Administrators and 
Consultants on Alcoholism (ALMACA) has been organized, enibracing most of the 
occupational program consultants. ALMACA has an annual convention and maintains 
interaction end conmuni cation with its membership through newsletters and otncr 
publications. 

Collateral Occupational Skills Needed 

In addition to the consultants, several other sets of occupational skills 
are needed for effective implementation of problem*drinking*in*employment 
programs. 

First is the need for individuals within work organizations who can 
function as program coordinators. This job includes sustaining training and 
educational activities for administrators and supervisors, encouraging support 
of managenent and labor, maintaining the system for identifying and referring 
problem employees for help, preserving access to treatment resources outside 
the organization, keeping systematic records for follow-up of individual cases 
and for monitoring program success, and administering whatever staff activities 
may be assigned to the program within the organization. In smaller companies, 
these responsibilities are frequently assigned as a collateral function to 
someone with skills in human relations and personnel management, or to a 
member of the medical department. Employees who are recovered alcoholic persons 
often work effectively as program coordinators. Obviously the position is 
pivotal in continuing the acceptance of the program and assuring its success* 
Training for it is included in some short- term schools of alcohol studies, and 
many program coordinators keep abreast of developments through membership in 
ALMACA. 

A second set of crucial skills are those needed for diagnosis and refer* 
ral of troubled employees who have been identified by their supervisors. This 
job—its usual title is ""motivational interviewer"**requires the ability to 
recommend the problem employee to suitable therapy » either within the company 
or to the proper community agency* Through the exercise of warmth, humanity 
and a close understanding of the troubles of problem drinkers, the interviewer 
must convince the employee of the nature of his problem and persuade him to 
take action. Such a role demands rapport with and respect from community 
agencies that may be called upon as treatment resources, and complete under-* 
standing of the organization's operation, to enable playing the role of 
advocate with management, labor, and the employex# without being labeled a 
partisan for any single interest. These skills are somewhat similar to those 
used in the specialty of industrial social work, a profession well recognized 
in Europe but rarely included in professional social work training in the 
United States. In smaller organizations # the program coordinator is often 
required to carry out these diagnostic and referral tasks ^ placing extensive 
and complex demands on a single person. 
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Third arc tho skills necessary to provide guidance to employees in trou- 
ble. Treatment specialists in alcoholism have often been accustomed to deal* 
Ing with unemployed or underemployed populations of alcoholic persons while 
the methods, expectations and followup procedures for assisting employed 
problem drinkers are different from the traditional strategies for working 
with ptblic inebriates. What is needed is an ompathetic approach which 
minimizes ego threat and labeling^ and maximizes the continuity of the 
problem employeeVi job involvement* Of great Importance is the employee*^ 
occeptanco of thJj problem before h<^ has rxperionced the lotaet and degradation 
of the Skid Uow stereotype. The therapist must view the return to productive* 
performance as a primary treatment goal, a difficult task unless one has had 
experience with employed problem drinkers. This set of skills likewise 
reflects the specialty of industrial social work, requiring knowledge of work 
organizations and labor union relationships, and the ability to work with 
supervisors and shop stewards in follow**up. 

While in some very large companies treatment and counseling are provided 
by the work organization "in*-house," sound occupational programming procedure 
emphasizes the use of existing community resources rather than developing new 
treatment facilities which may wa^uefully duplicate those already available. 

Demonstration Projects 

A brief description of some Federally funded projects will shed more 
light on the different types of structures in which occupational program 
activities function. 

For example, at a county community mental health center # a team of 
trained experts offers consultative services to private and public employers 
in the county on the operation of programs for employed problem drinkers. 
Referrals from the work organizations, made in some instances with the assist- 
ance of the project team, are directed to the community mental health center 
where specialized treatment is available from profesnionAi counselors skilled 
in assisting employed patients. Both the consultative and treatment activities 
arc funded in the demonstration project, along with a research arm which is 
monitor inq both operations. 

In another project, smaller employers have formed a consortium to 
make use of referral, counseling and treatment services which have been set 
up under the direction of physicians specializing in work with employed 
populations. 

A third pilot project involves funding services which are made available 
to a wide network of city employees in various agencies. 

Another project, under formula grant funds from the State# has consulta* 
tive and motivational interviewing services delivered by union*based specialists, 
with program development written into labor-management agreements. The 
typical procedure for referral and follow-up is through a joint labor-management 
committee located within the company. Referrals are made to the committee, 
which then delegates one of its members to confront the problem employee and 
initiate assistance to him. 

In addition to these and other demonstration projects, the Stanford 
Research Institute has evaluated the success of long-term established programs 
for problem-drinking employees in private industry (18) . The same Institute 
is also monitoring the characteristics of the caseloads in the demonstration 
projects that offer referral and treatment for these employees. The results 
thus far indicate that strong support from top management is the most crucial 
ingredient in program development and continuity. With such support^ the 
program concepts were disseminated to si^ervisors, who showed a readiness 
to identify and refer troubled employees. By contrast, same organizations 
were lound to have only **paper programs'* with few resources for training 
supervisors or offering real assistance. In these cases, it appeared that top 
management had shown little interest in the program, and perhaps supported 
it only for its public-rela::ions value in illustrating corporate social 
responsibility. 
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Measuring Progress in Occupational Programming 

Overall progress daring 1972*73 can be measured in several different ways. 
First, is simply the extent to which employers across the nation have accepted 
the concepts of occupational programming for problem^drinking employees. A 
preliminary survey conducted in mid** 1973 using the State<*based consultants as 
key informants indicated that 621 occupational programs were at 
&ome stage of development in public and private work orgaaisations. About 50% 
were started after the occupational program consultants began their work in 
mid- 19 72. Abou": 60% of these new programs follow the troubled-^enqployee 
approach, and tho ether 40% limit referral and counseling services to problei»* 
drinking employees. This pattern is in contrast to programs started before the 
occupational program consultants began their work^ when 75% had problem«drink* 
ing as their primary concern. Apparently the consultants are successful in 
diffusing the troubled-employee approach in programming. 

In terms of the size of the organizations covered^ 75% of the older 
programs are in companies with mere than 1#000 enployees^ while about 50% 
of the new programs are in these large organizations. This points to increasing 
success of the consultants in dealing with smaller companies^ which is 
significant because small business** had previously been viewed as unreceptive 
to occupational programming. 

About 65% of the new programs have written policy statements. The most 
rapid growth of new programs was found to be in the southeastern and north 
central sections of the country. A conservative estimate indicates that at 
least 2, 600 #000 people work in organizations with some degree of formalized 
assistance for problem drinkers and other employees whose work performance is 
substandard. These results are in^ressive in view of the special difficulties 
attending the launching of any nationwide program. 

Another index of progress is seen in the results of two Executive Caravan 
surveys conducted by the Opinion Research Corporation (2# 3). These involve 
interviews with samples of executives in large industrial and business corpor** 
ations representative of the major conqpanies in the ^Tortune 500.** 

Surveys regarding awareness of and attitudes toward occupational program* 
m'ng were made with samples of 528 executives in January 1972 # and with 503 
executives in January 1974. Since these large corporations employ a significant 
proportion of the American work force » progress in instituting occupational 
procframs within thorn is important in terms of employee coverage. Further # it 
iii Jikely that prcKiram adoption In these larg* companioa may constitute 
opinJon Iradcrship through associations of oxecutivea, and may lnapir^ others 
In the private business community to set up programs. 

The 1972 survey indicated that 25% of the executives reported their 
organizations as having a program to identify and assist people with drinking 
problems. However, nearly half of these programs were '.ported to have only 
moderate or little support from top management # indicating the possibility 
that many were merely paper programs. In the 1974 survey, 34% of the 
executives reported the existence of a program for problem drinkers, and the 
proportion which lacked strong support from top management had shrunk to 30%. 
Thus it appears that not only have the occupational program consultants and 
other key organizations and groups been successful in initiating new programs 
in major corporations, they have also developed a strong base of managerial 
support for these innovations while simultaneously bolstering management 
support for programs that existed previously. 

The Executive Caravan surveys also highlight a readiness to consider 
adopting a program, indicated by the fact that 80% of the executives in both 
surveys felt that assistance for problem-drinking employees is worth the 
investment. A similar proportion in both studies felt that company medical 
insurance plans should cover the cost of such help. While these positive 
attitudes are encouraging, they highlight one of the major tasks in the 
occupational consultant's role: obtaining access through the organizational 
structure to decision-*making executives. The successful dissemination of 
program concepts needs personal contact with these high-level executives, for 
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only rarely can pro^jrams bo stimulated solely through written materials or 
similar impersonal devices. In some instances^ consultants set the stage for 
such executive access through work with voluntary community groups which include 
numbers of decision-making executives in their membership. A notable example 
is the achievement by State^based consultants of formal acceptance of occupa- 
tional orocrram concepts by the Michigan State Chamber of Commerce # which 
culminated in 1973 with the Chamber's publication of cnii<lo] iites for program 
di^volopment that were dlatiibutod to its membership. 

OUiei data from the 1974 i:xecutivo Caravftn survey p«iinl to fcictor^ which 
are known to xncri^aso the readiness for program adoption among corporation 
executives. Whereas 34^ of the respondents in the; 1972 survey estimated that 
more than 2t of their work force were problem*drinkers, 50% of the 1974 
respondents estimated a prevalence rate of at least 2%. Likewise # a significant 
decline was revealed in the proportion of executives who stated that alcohol 
was *not really a p«roblem** in their organizations: in 1972 1 46% held this 
attitude, while in 1974 the proportion had declined to 35%. 

In this connection, the Stanford Research Institute study of established 
company programs (18) had shown that executives* personal acquaintance with a 
problem-drinker whose productivity had been damaged was a key element in 
effecting program adoption. Other evidence from the occupational program 
Consultants confirms the inq;>ortance of such direct personal experience in 
persuading decision-making executives of the value of programs to assist 
underproductive problem employees. About 40% of the 1974 Executive Caravan 
respo.idents said there were employees whom they saw on a regular basis who 
were problem drinkers. About two-thirds of those in the 1974 survey also 
stated they knew individuals in the management of their companies who presently 
or previously had drinking problems. 

Reacting to another question in the Executive Caravan survey, 80% of the 
1974 respondents said that the major organizational cost of problem drinking 
stems from poor job performance, and 70% indicated that absenteeism is also 
a major cost factor* This strengthens the enchases of occupational programming 
on using poor performance and absenteeism as the bases for identifying troubled 
employees. 

Further description of the nature of occupational programs in this sector 
of major private American enterprise comes from the 1974 survey (3)« 

1. About 70% of the executives in companies having programs report that 
those are based in the personnel department; the rest are in the medical 
department. 

2. Within these programs, 21% report the primary use of outside treatment 
resources, while 23% indicate resources in the medical department; 40% report 
that individual counseling is the primary mode of treatment. 

3. The three predominant reasons for a company starting a program to 
assist problem-drinking en^loyees were reported as (a) recognition of the 
adverse effects of problem drinking on productivity ;*(b) social consciousness 
on the part of management; and (c) specific awareness of a drinking problem 
within the company. ^ 

4. In companies where part or all of the work force is unionised, €0% 
reported strong or moderate union support for the occupational program. Only 
13% reported union indifference and 27% were unaware of the union's attitude* 

5. Only 12% reported that the services of the program are available to 
ttefldNirs of an employee's family who may have a drinking problem. 

6. Nearly half reported that they personally knew an employee who has 
successfully recovered from a drinking problem through using the company's 
program « 

1. Less than half (42%) reported that their company's program extends 
to troubled employees other than those with drinking problems. However, S2% 
of the executives in the total saii«)le stated that they would be in favor of a 
policy offering appropriate help to all enqployees manifesting poor job perfor-* 
mancc, regardless of the type of personal problem involved. 

8. Awareness of occupational programming concepts among about half of 
these executives is indicated by the fact that 48% of them had attended meetings 
or read materials dealing with programming principles. This pinpoints a 
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continued need fur prdvir^incj consultative and educational services for those 
who hod not had such exposure. 

Groat impurtanctif har been attached to the involvement of unions and other 
labor organisations^ in orcupational program development (1, 16). Union 
representatives have tocn included in the training of State-based occupational 
proqram consultant and thn cultivation of rapport with unions to gain their 
participation in company programs is a stated responsibility of the consultant- 
Occupational programming has been well accepted an^nq national union leaders, 
and this cooperative attitude has been largely sustained at the local level 
(5). 

k final mark of the program* s success is its recognition in health 
insurance provisions. Coverage for the costs of treatment for problem drinking 
and other causes o£ lob impairment is increasingly included in company medical 
insurance policies. Thi? insurers' admission of problem drinking or alcoholism 
as a legitimate hvalth problem which can be identified early in the work 
situation reflects to a considerable degree the occupational consultation and 
education effort now visible on a national scale. 



Other Indices of Progress 



Another indicator of the spread of occupational programming concepts is 
the existence of numerous occupational consultants funded by agencies other 
than NIAAA. These include consultants assigned to community mental health 
centers and those working under the auspices of local councils on alcoholism. 
An informal survey conducted in 21 States by the Occupational Programs Branch 
in December 1973 revealed a total of 254 full- or part-time occupational 
program consultants funded from sources other than the specific grants to 
the States and Territories (12). 



Typos of Innovative Activities 



The success of 18 months of consultative activities in occupational 
programming is further reflected in increased local support for innovative 
projects spearheaded at the Federal level. 

For example # in one western State, Federal grants to support occupational 
programming functioned as '*seed money** and led to the assumption of responsi* 
bility at the State level. After the programme concepts and effectiveness were 
made known to State legislative decision<-makers, they voted more than a 
million dollars in State funds for expansion of programming activities. Paral* 
leling the Federal pattern of allocating grants to the States # this State 
distributes funds to each of its counties on the basis of justified needs and 
plans for development* 

In another model program, occupational services are provided to the 
relatively small and widely dispersed State employee population in a sparsely 
inhabited State. Under a policy emphasising the troubled-employee approach, 
tho State has hired a tull-time personnel management specialist with Government 
experience to administer the program. Efforts are underway to conduct 
supervisory and managerial training throughout the State government. 

Programs have also been set up in large corporations with diversified 
operations located in numerous States, requiring the cooperation of several 
State^based program consultants. A number of such arrangements are currently 
serving the entire employee population of large multifunction corporations^ 
with procedures adjusted to the demands of local subsidiaries • 

In several municipalities, occiqpational programs now provide services 
to city employees, usually beginning with one or two departments, and expanding 
to cover the entire public employee network. In one city, consultants have 
put together a consortium of public employers at different levels, including 
several Federal offices, to make use of a central consulting and referral 
service. 

As the world's largest employer, the Federal Government is in a position 
to provide leadership in innovative management techniques. The Comprehensive 
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Alcohol Abuse and Alcoholism Prevention^ Treatment and Rehabilitation Act of 
1970 (Public Law 1-6 16) includes a provision that occupational programs to 
give assistance to problem-drinking employees would be developed in all 
Federal civilian installations. The legislation was followed by guidelines 
from the U.S. Civil Service Commission (Federal Personnel Manual Letter 792^4) 
directing each executive departnuent and independent agency to formulate a 
policy for diffusion to its local offices. By January 1974^ most Federal de-> 
oartments and aoencics had submitted occupational program policies to a special 
office in the Civil Service Commission designated to provide leadership for 
the over'-'all Federal occupational program. In some cases, guidelines have 
since been further modified to accommodate different functional or operational 
characteristics. 

In ongoing studies of these Federal programs, two universities are 
currently examining the diffusion of policy guidelines and concepts to local 
branches in the southern and northeastern sections of the country. The 
studies will assess attitudes toward alcohol problems, and supervisory 
predispositions toward different strategies in managing the problem-drinking 
employee. From the beginning, the Federal employee alcoholism program has 
formally been restricted to problem drinkers, but in some departments it is 
being broadened to encompass all troubled employees. It is envisioned that 
most Federal civilian programs will eventually use the troubled**employee 
approach. 

The U.S. Postal Service, at the time the Post Office Department, was the 
first Federal Government agency to implement a formal program aimed ':t assisting 
the recovery of the problem drinker. The Postal Service Program (PAR) was 
designed as a complete system encompassing the identification, treatment, 
education and follow-up of employees with a drinking or alcoholism problem. 
Thf- program is "action" oriented rather than "clinically" oriented and uses 
as itn foundation the full-time counseling services of recovered alcoholic per- 
sons. The PAR System, it has been reported (10), has effectively assisted 3 
out of every 4 persons who took part in the program for a total of over 3,000, 
and is now being expanded to cover all installations in the Postal Service. 

Considerable progress nas also been maae in tne development or programs 
for both military and civilian employees of the Department of Defense. The 
several branches of the military have developed policy statements and plans 
for dealing with problem drinking which are oriented toward help rather than 
punishment or dismissal. The Department of the Army has Instituted combined 
problem- drinking and drug-abuse programs at numerous installations in the 
U.S.A. and abroad, with emphasis on supervisory identification through impaired 
performance and the provision of on-base counseling. The Department of the 
Navy has progressed with basically two types of referral and treatment afv 
proaches. The first consists of regional rehabilitation centers to deal with 
problem drinkers who require a conqprehensive treatment regimen. The second 
is cofl^rised of **Dry Docks** located on Navy bases and designed for relatively 
brief treatment of identified problem drinkers. Bqth of these approaches 
include a strong emphasis on Alcoholics Anonymous as a major he*lp resource 
and for follow-up maintenance. 

Additional Needs and Problems 

The first 18 months of national occupational programming have been marked 
by good progress, but numerous problems persist. Solutions will come partly 
from systematic monitoring of these early experiences in the field. Other 
problems require further research in the behavioral sciences. 

A basic question remains: What factors in the consultative process 
contribute to the acceptance of occispational programming by executive decision- 
makers? The reply must examine the variety of consultative methods used, the 
point most advantageous for achieving entry into an organization, the enchases 
most persuasive in winning program adoption, and the amount of consultation 
necessary to inaugurate and continue an occupational program. It is likewise 
important to calculate the factors present when consultation does not produce 
— the adoption of a program, or develops plans on paper with little or no 
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manoc}L*ment support. ^ 

Further monitoring of success is needed # beginning with careful consider* 
ation of the criteria for meaningful evaluation^ It is recognised that 
assessing the ''penetration rate** — a name given by the professionals to the 
extent to which a program is successfully reaching the problem drinkers in 
the working population — will be a difficult task. A related need is for the 
improvement of methods of estimating the presence and prevalence of problem-^ 
drinking employees in a wide range of large and small businesses. Exploration 
of the value of different techniques to improve the penetration rate is 
necessary. Details of follow-up and evaluative tools for monitoring the 
progress of specific cases also remain to be worked out. 

Greater insight into the way the identification and referral processes 
actually function within work organizations would aid in designing programs and 
in specifying the content of the supervisory training. There are no guidelines 
for assessing the characteristics of supervisors or problem en^loyees which 
lead to rapid referral or to cover-up and delayed referral. The confrontation 
process itself needs further examination to discover the ingredients which 
impel 01 problem^dr inking employee to seek help and actively participate in 
recommended treatment. 

Further study of the efficacy of various community resources in counseling 
or treatment, and of the types of supervisory training most likely to produce 
the predisposition to carry out occupational policy guidelines, is also needed. 

occupational programming for problem<*drinking employees is designed 
largely for organizations with enough employees to support a distinct personnel 
management or medical function. Of course many American workers are employed 
in small companies lacking these specialized divisions. Furthermore, small 
businesses qenorally have little ''organizational slack** which could fill the 
qap when a troubltid employee must leave the job for treatment or counseling. 
Therefore, I urtht t f>romotion of consortiums of small omployera is noeded, 
through wnich occupational program coverage could be introduced to the 
working members of the whole group. More information is also required on 
appropriacc steps for developing community-based treatm(*nt and counseling, 
geared to the specific needs of employed problem drinkers. 

It is likewise difficult to promote occupational program coverage for 
lower-status workers employed in agriculture or other industries where the 
employer's commitment and interest in employee welfare may be relatively low. 
Steps are currently being taken by NIAAA to encourage the initiation of 
demonstration projects for assistance to probl^ drinkers among migrant 
agricultural workers. 

Problem drinking among upper** level executive, managerial and professional 
personnel can exact heavy costs in impaired decisions-making and poor public 
relations. By the nature of their jobs, many of these individuals lack close 
supervision a;.d perform work which is difficult to evaluate in the short term. 
Upper-^level personnel also typically enjoy greater privacy and freedom of 
scheduling, which allows for the lor.ger cover-up of a problem affecting their 
job performance. There is a tendency in TOSt cofl^anies to accept occupational 
programming as applicable to rank-and-file workers, with little consideration 
of applying the same concepts to the upper echelons. The absence of organiza"* 
tion-vide coverage by an occupational program can lead to charges of discrimin- 
ation, particularly when the workers among whom the program is isq^ lamented are 
unionized. A strategy for identifying upper-echelon problem drinkers, and for 
referring them to helping programs, is a persistent need. 

While early identification has proved an excellent method for secondary 
prevention, further consideration should be given to possible primary inter* 
vention in work organizations. Little is known about the work-related factors 
which may lead to or exacerbate a drinking problem before it has had an inqpact 
on work performance. Identification of such factors, and efforts to minimise 
their effects on employees, would be steps toward the primary prevention of 
problem drinking. Research strategies such as the careful construction of the 
experiential work histories of identified problem drinkers would be a move 
toward the inclusion of primary-prevention strategy in occupational programming* 
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Summary 



The provision of guidance and services leading to the identification and 
prevention of problem drinking among employed persons has assumed a very sig* 
nificant role in battle to reduce alcoholism. These efforts, collectively 
labeled "occupational programming," are based on the premise that work organ- 
isations provide settings with unparalleled potential for the early identifi- 
cation of problem drinking. This kind of identification provides the oppor- 
tunity for effective intervention to assist the employed problem drinkers 
before they progress to the point where they require extensive inpatient care 
or cannot be returned to productive work life at all. While the concepts are 
not new, the progress in implementing them is new. The number of new occupa- 
tional programs, the improvement in attitude on the part of corporate execu- 
tives, and the increase in the personnel and organizational resources for 
developing such programming, all reflect the advances made in the past few 



years. 



ERIC 



,KM^NV^^^^ 181/ 
P.EFEREHCES ^ ^l^j?^ ^ ^^ylScSL 



Belasco, j. A,, Trice^ iU M« and Rltzer, G. Role of unions in industrial 
alcoholism programs* Addictions. Toronto 16(No* 2):13->29, 1969* 

Caravan Surveys Inc. Executives' knowledge, attitudes and behavior 

regarding alcoholism and alcohol abuse. Executive Caravan research 
findings prepared for National Institute on Alcohol Abuse and Alco« 
holism. Princeton, N.J.: ORC Caravan Surveys Inc., January 1972. 

Caravan Surveys Opinion Research Corporation. Executives* knowledge, 
attitudes and behavior regarding alcoholism and alcohol abuse. 
Study II. Executive Caravan research findings prepared for the 
National Institute on Alcohol Abuse and Alcoholism under Contract 
No. ADM-41-74-0012. Princeton, N.J.: Caravan Surveys Opinion 
Research Corporation, 1974. 

Franco, S. C. Problem drinking and industry: Policies and procedures. 
Quart. J. Stud. Ale. 15:453-468, 1954. 

Greathouse, P. The union and the problem drinker. In Keller, M, and 
Coffey, T. G., (eds.). International Congress on Alcohol and Alco- 
holism. Vol. 2. Highland Park, N.J.: Hillhouse Press, 1969, 
pp. 140-144. 

Henderson, R. M. and Bacon, S. 0. Problem drinking: The Yale Plan for 
business and industry. Quart* J. Stud. Ale. 14:247'*262, 1953. 

Hilker^ R. R. , Asma, P. E. and Eggert, R. L. A company sponsored alcohol 
rehabilitation program: ten year evaluation. J. Occupat. Med. 
14:769-772, 1972. 

Hyman, M. M. Extended family ties among alcoholics: a neglected area of 

research. Quart. J. Stud. Ale. 33:513-516, 1972. 
Keller, M. Alcoholism as disability. In Berkowitz, M. , ed. Es<^ 

timating Rehabilitation Needs; A Conference on Planning for Vocational 

Rehabilitation. New Brunswick, N.J.: Rutgers University, Bureau 

of Economic Research, 1967, pp. 28-36. 
Labors-Management Alcoholism Newsletter. Postal Service Keeps Up with 

PAR. Vol. 2, Sept-Oct, 1972. National Council on Alcoholism. 
Maxwell, M. A. Early identification of problem drinkers in industry. 

Quart. J. Stud. Ale. 21:655-678, 1960. 
National Institute on Alcohol Abuse and Alcoholism, Occupational Programs 

Branch. Working draft of the results of the national survey of 

occupational alcoholism programs. December, 1973. 
Norris, J. L. Cost and remedy of the alcoholic hangover in industry. 

Indust* Med. 17:129^132, 1948. 
Roman, P. M. , and Trice, H. M. The sick role, labeling theory, and the 

deviant drinker. Int. J. Soc. Psychiat. 14:245--251, 1968. 
Smithers, Christopher, D. , Foundation. Alcoholism and Industry: Modern 

Procedures. New York: Christopher U. Smithers Foundation, 1962. 
Smithers, Christopher, D. , Foundation. The Key Rolo of Labor in Employee 

Alcoholism Programs. New York: Christopher D. Smithers Foundation^ 

1970. 

Stamps, R. Alcoholic employees and problem concealment. Master's thesis, 
Washington State University, 1965. 

Stanford Research Institute. Evaluation of programs oriented toward 
alcoholic persons employed in industry. Phase 1. Final Report 
prepared under Contract HSM*42-72«154 for the National Institute 
on Alcohol Abuse and Alcoholism. Menlo Park, California: Stanford 
Research Institute, 1974. 

Straus, R. and Bacon, 8. D. Alcoholism and social stability^ a study of 
occupational integration of 2,023 male alcoholism patients. Quart. 
J. Stud. Ale. 12:231^260, 1951. 

U.S. General Accounting Office. Comptroller General's Report to Special 
Subcommittee on Alcoholism and Narcotics, Committee on Labor and 
Public Welfare, Uniteu States Senate: Su&stantial cost savings 
from establishment of alcoholism program for federal civilian 
employees. Washington, D.C., 1970. 



ERIC 



183 



Ch«pt0r U 

ALCCI«0L1?M AND HEALTH INFl'KANCF 

Despite recognition by the hiqhest medical authorities throughout the 
world that alcoholism is an illness (2, 9 , 16.28 ), some secjments of society 
have been slow to respond to its import as a major public health problem. One 
of the reluctant segments is the network of public and private agencies involv- 
ed in providing insurance or other forms of financial compensation for health 
services. As a result* persons afflicted with the illness of alcoholism have 
often been denied the treatment-cost benefits provided for the health care 
needs of persons manifesting other— especially physical — diseases. In this 
respect alcoholism is con^arable to other forms of emotional illness. 

A recent examination of coverage for alcoholism in various forms of health 
insurance in the U.S.A. (13) revealed a spectrum of widely differing benefits 
and limitations under various policy restrictions. Some health insurance poli- 
cies « for example » provided payments only for intensive treatment in strictly 
medical settings. Explicit exclusion of alcoholism from policy benefits was 
common. 

Nevertheless » some insurance companies have recognized that actually they 
are often paying for the treatment of alcoholism* but under subterfuge diagno- 
ses. There are signs of a growing sensitivity to the needs of alcoholic per- 
sons for health care services and for appropriate insurance type coverage. 
Recently the House of Delegates of the American Medical Association (i) form- 
ally resolved "that insurance companies and prepaid plans be urged to remove 
unrealistic limitations on the extent of coverage afforded for the treatment of 
alcoholism, recognizing that alcoholism is an illness." 

Background 

Traditionally, to the extent that alcoholism has been covered by insurance 
or other prepaid plans, it has been under the umbrella of mental health bene- 
fits. But third-party payments (payments made by an organization or agency 
retained by or acting for the patient for the payment of charges incurred) by 
public and private insurance companies, Hedicare and Medicaid, for illnesses 
labeled as mental, and including alcoholism, have lagged far behind those for 
the forms of illness labeled as physical. Of significance in aecountinq for 
this discrepancy was the fact that in the late 1920s and early 1930s the 
public response to mental illness in general, and to alcoholism specifically, 
was to hide the condition, presumably because of the social stigma associated 
with it. The treatment of choice at that time, for the majority of emotional- 
ly ill patients, was to institutionalize them in "mental" hospitals, which were 
supported by the State governments (XI). 

Coverage for the treatment of mentally ill or alcoholic individuals 
through third-party reimbursement was therefore not needed* since the costs 
were subsidized by the tax dollar. Under these conditions, however, for the 
most part only those alcoholic persons who developed acute or chronic brain 
syndjromes were admitted to the State mental hospitals— a small percentage of 
the total. The rest were treated privately or in private sanitariums at their 
own expense, or in general hospitals often under subterfuge diagnoses, or by' 
non-medical modalities, including these of clinical psychology, religious coun- 
seling, lay therapies, and, from the mid-1930s on. Alcoholics Anonymous; or, 
for the most part, they went untreated until they became totally disabled. 
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As time went on, and as the conimercial insurance companies had no specie* 
fic exclusions for mental illness, including alcoholism, the States began sub** 
mitting claims for the hospitalization of those patients who had insurance, In 
order to recover tho institutional costs for the care of patients with mental 
illness or alcoholism. Insurance companies countered by adding to their cover-* 
age specific definitions of hospitals so as to exclude State mental hospitals. 
Even in the early 1950s, when outpatient coverage by health insurance companies 
for physical conditions was beginning to expand, there was no comparable expan* 
sion of mental health and alcoholism benefits (11). 

The situation that currently exists in terms of mental health insurance 
coverage, which in most cases includes alcoholism, is a far cry trtm that of 20 
years ago. At the present time approximately 63 percent of the civilian popu<- 
lation have some form of private health insurance which covers the treatment of 
mental illness through hospitalisation. About 61 percent have swe coverage for 
physician in-hospital visits for mental conditions and about 36 percent have 
some coverage for physician office visits for mental conditions (25). Despite 
such seemingly extensive coverages, highly restrictive limitations often exist 
with regard to the type of facility in which the patient can be hospitalised, 
the length of stay, and for outpatient treatment, the number of visits, and the 
amount of reimbursement. 

History of Federal Experience 

Although some Federal agencies such as Social Rehabilitation Services and 
the Social Security Administration have been concerned with alcoholism services 
for populations under their jurisdiction » the major concern for health insurance 
coverage for alcoholism has been within the Department of Health, Education, 
and Welfare (DHEW) and more specifically, since its creation in 1970, in the 
National Institute on Alcohol Abuse and Alcoholism (NIAAA) . DHEH*s activities 
date back to before the establishment of the National Center for Prevention and 
Control of Alcoholism # the predecessor of NZAAA. At that time, an Advisory 
Committee to the Secretary of DHEW recommended that studies in the area of 
alcoholism be undertaken. One recommendation concerned the need to examine 
third-*party reimbursements for alcoholism. In 1967, the National Center for 
the Prevention and Control of Alcoholism began accumulating data on inpatient 
coverage for alcoholism treatment under health insurance. A 19^8 report re* 
leased the following information (26) t 

1. Just over 60 percent of the general hospitals excluded the admission 
of persons needing alcoholism treatment. 

2. About 40 percent of the Blue Cross-Blue Shield plans excluded alcohol- 
ism from coverage. 

3. Independent health insurance plans had even greater exclusions for 
alcoholism than the Blue Cross^Blue Shield plans. Commercial insur- 
ance companies were not surveyed » but available information indicated 
that they were probably similar to Blue Cross and Blue Shield compa^ 
nies. 

With the advent of the legislation that created NXAAA, the Comprehensive 
Alcohol Abuse and Alcoholism Prevent ion # Treatment and Rehabilitation Act of 
1970, interest in the question of insurance coverage for alcoholism came to the 
forefront. NXAAA began to encourage programs for employed alcoholic persons 
and the necessity for employers to offer some type of insurance coverage for 
their alcoholic employees. . ^ . .^^^ 

In the spring of 1972 NIAAA sponsored an update of the 1968 report* This 
study (13S released in the fall of 1972 (discussed in detail below), found 
that although there has been some improvement in health insurance coverage for 
alcoholism, it is still far behind benefits available for physical conditions. 
Of the companies that provided alcoholism coverage, the nature and extent of 
benefits varied widely* 



Coinciding with the interests of NIAAA were those of the Public Policy 
Committee of the National Council on Alcoholism (NCA) . This committee repre* 
sented National voluntary efforts in developing public and private third-party 
payment mechanisms for the treatment of alcoholism. After thm 1972 NIAAA study 
vdsi released, a joint NCA-NIAAA committee was set up to act in an advisory ea-* 
pacity and to coordinate further efforts regarding health insuranca coverage 
for alcoholism. 

State Regulatory Activities 

The McCarren Act of 1945 gave to the States the power to regulate the type 
and extent of insurance contracts # the cost of insurance and the conc^uct of the 
insurance company (i.e., policy, price and procedure). In recent years State 
legislatures have increasingly considered legislation which mandates that insur- 
ance companies provide benefits for the treatment of alcoholism. 

A recent survey (14) has sought to determine what action toward health in** 
suranoe coverage for alcoholism has been taken by the 50 State health insurance 
regulatory agencies. Responses from 47 States indicate that legislative efforts 
to achieve health insurance coverage for alcoholism are only beginning. The 
majority of State regulatory agencies favor health insurance coverage for alco* 
holism^ but only 5 States (Illinois r Massachusetts, Minnesota, Washington, and 
Wisconsin) have passed some form of legislation mandating inclusion of benefits 
for alcoholism in group health insurance policies. Actual benefits provided by 
the enabling legislation in the 5 States range from no specification to a fixed 
number of inpatient days of care; only Massachusetts requires outpatient as well 
as inpatient care. 

In 5 States (Alaska, Michigan, Mississippi, Nebraska, and Oregon) legis- 
lation concerning health insurance coverage for alcoholism is pending (14) ; in 
4 of these, individual as well as group coverage will be reouired, and in 4, 
outpatient benefits will be required. 

Personal visits by the survey staff to legislative officials in 8 States 
indicated that the health insurance industry has generally shifted from oppos- 
ing coverage for alcoholism to providing information which would be of use in 
the preparation of legislation. Labor and management groups too have supported 
this type of legislation, and have not shown undue concern about treatment 
costs. Hospital and physician groups tend to favor legislation for alcoholism 
benefits which would limit coverage to hospital inpatient treatment by aualified 
physicians. 

California has initiated a pilot occupational health insurance program for 
all State employees. The project is financed by State funds made available bv 
legislation (SB 204) passed in October 1973. The Insurance covers alcoholism 
as a primary diagnosis for employees, their spouses, and all family members^ 
The Comprehensive Alcoholism Treatment Program is based on the NIAAA model. The 
benefits include 6 days of detoxication, 21 days in a general hospital or 
specialised alcoholism treatment center, 30 days in a recovery home or other 
residential facility, and 45 out-^patient visits. All insurance carriers curr-* 
ently offering basic health care coverage to State emplovees have agreed to 
participate in the program. The experience gained during this pilot will be 
used in developing an ongoing alcoholism health insurance program to be included 
as part of the basic health care provided for all employees in public and 
private industry in the State. 

At present, state legislation seems to be the most effective means of 
gaining adeouate third«party payments for alcoholism treatment from the private 
health insurance industry* In the future. National health insurance may become 
the invertant means. 

Developments in the Private Health Insurance Industry 

At the present tiae# according to a Social Security Administration estimate 
(25) , about 80 percent of the civilian population has some type of private in- 
surance coverage for hospitalization. As noted above, hoitfever, alcoholism is 
often excluded, or limited under mental-* health coverage, althouqh at the present 
...time the insurance industry is showing signs of becoming more responsive to the 
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needs of problem drinkers. A 1973 survey (18) indicated that in a r«presentat» 
ive saoq^le of the U. s. population 66 percent favored health insurance coverage 
which wuld include treatment for drinking problems and alcoholism. 

The 1972 study mentioned earlier (13) concerned available health insur* 
•iiG* coverage for alcoholism. There are three ma^or components in the U.S. 
private health industry: 

1. Blue Cross and Blue Shield companies: Blue Cross is concerned 
with hospital services, Blue Shield with professional services. 
These nonprofit organizations operate in conjunction* through 
independent area plans, throughout the U. S. A. 

2. Independent companies: These ^re a composite of employer- 
employee plans, community plans, private group clinics and 
dental service corporations, both nonprofit and profit-making. 

3. Commercial insurance companies: These are life and casualty 
insoranca companies as well as others whose activities are 
limited to the health area. Most are stockholder private 
enterprises. 

Blue Cross and Blue Shield 

At the present time Blue Cross and Blue Shield enrollees conprise an esti- 
mated 381 of the private health insurance enrollmeM ( 13) . ^Ipproximately 75% 
of the Blue Cross plans have some kind of alcoholifm cove**age,' and approxi- 
mately 621 of the Blue Shield plans provide some type of alcoholism coverage 
C ^) . 

Among those Blue Cross plans which do include alcoholism as a compensable 
Illness, about half provide only a limited set of benefits, less than those 
afforded for other conditions (13). Limited benefits are usually in the range 
of 30 to 45 hospital inpatient care days. One of the most serious limitations 
of Blue Cross plans is that they generally cover only expenses incurred in a 
hospital recognized by the American Hospital Association and by the Joint Com- 
mission on Accreditation of Hospitals. Thus, care in many psychiatric or 
special alcoholism facilities, which do not meet hospital accreditation crite- 
ria, is not covered under these plans. Only about 9% of the Blue Cross plans 
cover psychiatric or special alcoholism facilities. 

Xn April 1974 Blue Cross of Maryland ( 3, 4 ) announced that it was expand- 
ing its group health coverage to include the renabilitation of alcoholic per- 
son* at private residential treatment centers. Coverage can be added to group 
health contracts for $0.45 a month for an individual, and $1.00 a month for 
husband and wife. Coverage is limited to a lifetime naxiimm of 60 Inpatient 
days, restricted to 30 days per confinement per person. Semi -private room and 
beard, medical and nursery services, and rehabilitation services are included. 
Both premium reduction and expansion of coverage to outpatient oare are 
currently under consideration by this Blue Cross plan. 

Independent Companies 

Only a small number of independent insurance plans were surveyed in the 
1972 study. The majority offered limited benefits for alcoholism, the most 
serious exclusion being services performed outside an inpatient setting (13). 
Among the independent plans reviewed which offered the most comprehensive 
alcoholism benefits to large employers of • personnel in tht U.S., both public 
and private, are the plans negotiated by ibhe U.S. Civil Service Coanission, 
the CUANPUS program for the military, aniV the other plans for Federal employ- 
ees. 

1. The CHAMPUS Program. CRAMPUS (£he Civilian Health and Medical Program 
of the Uniformed Services) is a Federally sponsored program and covers "non- 
military hospital costs for dependents of active duty personnel and dependents 
of retired persons, and the wives or dependents of persons who died while on 
active duty or in retired status" (13) . Although alcoholism seems to be cover- 
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ed under nervous » s^pntal and "emotional" disorders^ it is not specifically in- 
cluded or excluded in th«> CRAMPU^ plan. CHAMPUS provides unlimited inpatient 
care (hospital and professional ecstn) as well as limited outpatient care. 
Claims for the trt:atinent of alcoholism under CHANPl'S insurance have been dealt 
with favorably. 

2. rederal Employees Plans. The U.S. Civil Service Commission has some 
36 plans with insurance companies to cover Federal employees throughout the 
U.S.A. All of these include adequate outpatient and inpatient benefits for 
mental illness. None of the plans specifically exclude alcoholism, but only 
27 ot these plans refer to alcoholism in their policies. Any new Civil Ser- 
vice Commission plans roust offer adequate coverage for alcoholism. Since 
alcoholism is generally included under "mental and nervous" conditions, the 
benefits F-'Ovidcd vary widely. For example, plans range from 5 to 365 days of 
hospital care per year, although the majority provide only limited coverageJ 
5 to 30 days. At the present time, the Civil Service Commission, which admin- 
isters the federal Employee plans, •ioes not keep a record of the number cf 
persons who are diagnosed with alcohol-related illnesses or alcoholism. Again, 
benefits are usually provided only for confinement in the traditional medical- 
surgical setting. 

Commercial Insurance companies 

While the 1972 study did not include a survey of commercial health 
insurance companies, reports produced by National Underwriters (13,22), gives 
some indication of the current alcoholism coverage by commercial insurance 
companies. Of some 280 different health insurance policies offered by 91 com- 
mercial companies, 8 percent specifically exclude benefits for alcoholism, 
while 9 percent limit alcoholism benefits. Others exclude or limit benefits 
for nervous or mental disease or disorders, but since the major categories 
are not mutually exclusive, there is no way to determine to what degree 
alcoholism is included in these categories. 

Two commercial insurance carriers, Kemper Insurance, and Employers Insur- 
ance of Wausau, have initiated important changes in terms of assuring coverage 
for alcoholism. 

The Kemper group, one of the country's largest insurance organizations, 
has expanded policy coverage (17) to provide for inpatient and outpatient 
treatment of alcoholism at hospitals and state-licensed alcoholism treatment 
facilities. This coverage will add no additional premium charge to their 
group policies. The Kemper Company recognised that many claims for a variety 
of illnesses are only subterfuges for alcoholism; the specific coverage should 
therefore help in earlier identification and treatment of this illness, avert- 
ing more expensive treatment at a later stage. 

Employers Insurance of Wausau is iiso increasing alcoholism coverage under 
its group health insurance policies (8) , providing for both inpatient and out- 
patient treatment under approved programs. Employers Insurance makes its own 
inspection of alcoholism treatment programs and approves those which It consi- 
ders acceptable under their policies. In conjunction with this, they have 
established a new consulting service on alcohol-related problems for policy 
holders. 

Developments in Public Health Insurance Programs 



' Medicare 

The Medicare Federal health insurance program provides specified coverage 
under the Social Security Act (Title XVIII) to qualified persons aged 65 and 
over. Nearly all of the approximately 20 million persons of that age are eli- 
gible (27) . The two parts of the program consist of hospital insurance and 
supplementary medical insurance. 

Medicare provides generous psychiatric benefits, including alcoholism, 
L_and hospital care in a general hospital setting, while care in a psychiatric 
hospital is quite limited. Medicare allows almost all services up to 90 days 
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in a i^articular h»mo*it period. In addition, a lifetime reserve of 60 days 
would allow the i^attcnt to be continuously hospitalized for a period of 150 
d%tvs. However # Mcrlic.iro Mmits tho lirnefits provided in a psychiatric hospi* 
t4lt^ to 190 rtay^» iluritiM a uernou'ii liu^timc (25). 



Medicaid 

The Medicaid program provides funds to States for health care for the 
categorically needy and the medically indiqent, provided the State program 
meets certain standards. The types of services vary areatly, since Medicaid 
is primarily a State operation. Fven thouah Federal matching money is avail* 
able* many States do not include in their State plans coverage for mental 
health outpatient services through general hospitals, psychiatric hospitals # 
community mental health centers, or other services in non-resident ial settings » 

At present only one State, Arizona, has no Medicaid program. States 
having Medicaid programs are required to include persons receiving financial 
assistance throuoh programs for the aged, blind, disabled, and families with 
dependent children; also, other persons who would be eligible for financial 
assistance except that they do not meet certain State requirements. The States 
may also offer care to certain medically indigent persons under age 21 and 
other needy persons (25). 

Hedicaidnfunds are used for physician services, inpatient and outpatient 
hospital and nursing home services, and other related costs, as well as psychi-- 
atric services. Under Medicaid the State programs may not deny medical care to 
eligible persons on the basis of diagnosis, although the States may, and many 
do, place limits on the amount of care to be provided, such as the number of 
days of hospital care or the number of physician visits. If the patient goes 
to a general hospital, he is eligible for the total benefits allowed by State 
plans, but if he goes to a public mental hospital, he must be either over 65 or 
onder 21 years of age to be eligible. 

National Health Insurance 

In recent years third*party mechanisms to finance all or part of the 
costs of health care have become increasingly important. For the first time 
in 1965, legislation (Medicare) provided publicly sponsored health insurance 
for a limited segment of the population. Since then, legislative proposals 
and enactments for health Insurance in the U.S. Congress have been increasing. 

More than a dozen proposals for various forms of National health insurance 
are pending before the U.S. Congress at the present time. Other proposals may 
be added in the near future. The proposals range from minimal to comprehensive 
coverage, and in many of them provision is made for the coverage of alcoholism 
under the aegis of mental health. 

In a recent survey of a cross^-section of U.S. households (18), the re- 
spondents were asked whether treatment of drinking problems and alcoholism 
should he included in a National health insurance programs 73 percent thought 
it should be included, 10 percent were not sure, and 17 percent felt that it 
should not be included. 

It is expected that the results of whichever bill is passed will be a 
compromise. Under such a National health insurance program it is hoped that 
there will be adequate coverage for alcoholism; that the program which emerges 
will encourage not only the utilization of innovative non-traditional types of 
health care settings, such as community oriented alcoholism treatment centers# 
but also the integration of alcoholism services into the mainstream of the 
health care delivery system; and that emphasis for alcoholism services will be 
placed on outpatient rather than inpatient care, in most stages a less expen* 
sive and more effective means of treating alcoholism (19). 



Disability Insurant 



Disability insurance is a means of providinq incomo to the insured when 
normal work activities and income are interrupted due to accident or illness. 
The two types, public and private # seem to differ mainly in terms of the amount 
of payment and thr Ifrinth of tlmi* for which insuranct can oe collected. 

Public disability Innurancr falls Int" ^wf» cat'iiorlcs: Workman** Com|M»n- 
fiatlon* which provider incoiro in the fv«nt of n work-conn'»«;<L«*d accJdcM. or 
illness: and t««.-nporary disability insurance » which providrr income when waqr 
loss is caused by a non-work-connected disablement. At the present time, only 
5 States iRhode Island, California, New Jersey, New York and Hawaii) and Puerto 
Rico offer temporary disability. In all 50 States, however. Workman's Compen- 
sation is in effect, although there is considerable variation in the coverage 
offered for work loss duo t-*^ ^^Icoholism. The pertinent State statutes vary 
widely, "from mere existence of Intoxication at the time of injury (as an ex- 
clusion from benefits) to irtoxicaticr beino the sole cau^e of the injury" (13). 
To date only a few instances have been reported of compensation for injured 
workers who suffer from alcohol isn or who develop other alcohol -related prob- 
lems after and due to their injuries. In such cases, compensation benefits 
are paid for the alcohol-related problem. 

Persons with private disability insurance are generally elioible for bene- 
fits if they have disabilities connected with alcoholi<tm (13). 

Developments in Health Maintenance Organizations 

With the passage of the Health Maintenance Organization (KMO) Act of 1973, 
a new opportunity has becoirc available to provide alcoholism servicns ir a new 
health delivery syster. 

In general, an HMO is an organization which offers an organized system of 
health services to an enrolled group of persons for a fixed prepaid fee. All 
llHO*s receiving Federal assistance under the Act must provide basic health 
services on a prepaid basis to an enrollment oroup which includes the various 
age, social and income groups within the area it serves; and, at their option, 
provide supplemental health services on either a prepaid or fee-for-service 
basis. 

Some of the provisions of the Act relate specifically to alcoholism. 
Others do so by indirection, and are susceptible to varying interpretations. 

The basic services which relate directly to the treatment of alcoholism 
are defined by the Act to include (1) short-term, outpati«»nt evaluative and 
crisis-intervention mental health services* and (2) medical treatment and re- 
ferral services (including referral to appropriate ancillary servicea^^^for-. tie 
abuse of or addiction to alcohol. . 

The supplemental services which relate indirectly to the trentnent of 
alcoholism include (3) mental health services not incliided as a basis service 
under (1) above; and""(4) long-term physical medicine and vocational rehabilita- 
tion services. - , ^ 

Of the provisions cited, only item 2 specifically refers to alcoholism, 
while provisions 1, 3, and 4 are matters of interpretation. Regulations and 
guidelines specifying HMO involvement with alcoholism are currently under prep- 
aration. 

Thus the inclusion of alcoholism services in the benefit package is re- 
quired of all HMOs receiving Federal assistance. Information is not available 
at this time which would indicate how many of the current estimated 117 opera- 
tional HMO's and of the 125 known HMOs in process of formation offer these 
services. There is no doubt, however, that most HMOs are currently treating 
alcoholism and alcohol-related problems, although many of these are being 
treated under other diagnoses. The question for the future is not whether HMOs 
will provide services for alcoholic persons, but whether they will provide an 
effective and adequate scope of services. 

Currently, HMOs which offer alcoholism services must provide or arrange 
treatment services for those who request them. This is in contrast to other 
health iosurance programs, whose commitment is only to pay for treatment once 
has bean recaived. 
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Insarance Coverage for Alcoholisrn Among U.-S. Corporations 

It naa» oeen estimated tnat wexi over half o£ the alcohoXac persons in the 
U.S.A. are employed. Vet most of these persons are unable to ytotk to their 
fullest capacity and may eventually even become unemployable i£ they are unable 
to resolve their alcoholism problems « These persons are thought to miss work 
about 2H times as often as the general employed population. Without doubt 
alcoholism problems are responsible for the loss of capable and experienced 
employees, one of the most important resources of any company (20). 

A survey (12) in 1972 by the National Council on Alcoholism sought to de- 
termine the extent of health insurance coverage for alcoholism among 21 U«S. 
corporations representing a total employee r«opulatlon of about a million. Only 
I corporation excludes alcoholism coverage for its enqployees, and 2 do not 
offer inpatient coverage. Approximately 40 percent of the corporations pro- 
vide some type of outpatient coverage. 

The 21 corporations use a combination of health coverages: approximately 
14 percent^ including both large and small firsis, are self «*insured; about 38 
percent are insured by Blue Cross and Blue Shield; and almost 50 percent by 
other insurance companies. Three corporations use a combination of Blue Cross^ 
Blue Shield and another insurance company; in each case the "other** insuror 
provides major medical coverage. About 40 percent of the corporations impose 
no limitations because of an alcoholism condition* 

In another survey (6) 503 top executives in the largest U. S. corporat- 
ions were asked whether they felt that company medical insurance plans should 
pay costs for help to employees with alcohol problems. While 3 percent had 
no opinion, and IS percent felt it was not worth the cost, 82 percent thought 
the company should pay. 

An effective alcoholism program for employees should provide coverage for 
the treatment of alcoholism similar to what is provided for other illnesses. 
A 1973 study (15) reported that when employees of Illinois Bell Company utili«* 
zed the alcoholism benefits offered by their health insurance, and were suc- 
cessfully treated, claims for alcohol -related illfiesses and accidents were 
markedly reduced. During the 5 years prior to their rehabilitation, alcoholic 
employees had 662 incidences of sickness disability. In the 5 years after re- 
habilitation, sickness disabilities were* reduced to 356, saving the company an 
estimated $459,000 in wage replacements alone. There were 57 cases of on-duty 
accidents repor^.ed prior to rehabilitation* compar<>d to only 11 cases after* 

A study in 1970 of absenteeism by employees of a large corporation, 
comparing alcoholic and nonalcoholic persons, found that 63 percent of the 
absences by alcoholic employees were caused by respiratory infections and 
digestive and musculoskeletal disorders (23, 24). The alcoholic employees 
used up a greater amount of group hoapitalizatim insurance^ regardless of 
whether alcoholism treatment was included or excluded in the insurance policy. 
The reporting of secondary diagnoses # rather than the primary diagnosis of 
alcoholism, is common, so that when an employee is ill due to alcoholism and 
is admitted to a hospital for treatment, it is often reported as a respira- 
tory ailment, gastritis, or a musculoskeletal disorder. 

It is important to note that the funds paid out under grouphospitalisaiio n 
coverage vary only slightly whether alcoholism is included or excluded in the 
contract (23) • 

Companies which currently offer alcoholism under their health benefits do 
not as yet find a need for increasing group hospitalisation rates as a result 
of their claims. But due to the social stigma involved^ Mtployees are reluc«- 
tant to take advanatag^ of this health benefits Through utilisation of the 
alcoholism provision, h%. /<dver, many previously unacceptable claims will become 
reimbursable. 

Although two large insurance companies have recently included alcohol*- 
ism benefits in their group hospitalisation plans at no increased premium, 
some resistance on the part of private industry to acceptance of this benefit 
has been reported. In a survey of executives (6) early in 1974, 83 percent 
of those questioned did not consider alcohol misuse to be a very serious 
prc^lsm among their employees. 
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Federal Actions Related to Third-Party Payments 



social Security Arcndmcnt of 1972 

Tho focial Security Amendment of 1C72 (P.L. 92-603, OtiMrwite known at 
HR-1) irtcrt.'a80d the Medicare, Medicaid, and other Social Security benefits, 
and federalized certain other pr09rams for the aged, blind mad disabled. Pour 
major areas of concern for alcoholism treatment in KR-1 are as follows: 

Xt seems that an aqed, blind or disabled individual is not eligible for 
HR-1 financial assistance if it has been determined that he is an alcoholic 
person and is not undergoing appropriate treatment. 

Individuals who qualify for financial assistance under item 1 will re- 
ceive their benefits through a third-party payee. Such a requirement of a 
representative payee implies that people once labeled as addicted are incap- 
able of managing funds even if they are undergoing treatment for their prob- 
lons. 

Individual? eligible for disability benefits, including disablement by 
alcoholism, under KR-1 are also eligible for Medicare, thus enabling them to 
take advantage of the limited alcoholism treatment benefits offered under Medi- 
care at the present time. 

HR-1 establishes the Professional Standards Review Organisation (PSRO) to 
be set up in local communities to review the ovality and appropriateness of 
medical care received by Medicare and Medicaid patients. Since the local PSRO 
will bo able to determine its own reimbursement standards for including in- 
patient and outpatient care, alcoholism coverage is possible. Thus, the PSI^ 
provision of HR-1 is important in that it offers considerable potential for 
broadening alcoholism coverage through third-party reimbursement. 



NtAAA Activities 

tn coopeartion with broad representation from the alcoholism field, NZAAA 
has tried to meet some of the inadequacies in the third-party reimburaement 
area. KIAAA has defined and scheduled a 2-year Operational Planning Objective 
(N-21) to increase coverage by private health insurance companies for alcohol- 
ism treatment.. This objective should be instrumental in clarifying many of the 
issues involved and should be of help in reducing current health insurance ex- 
clusions or limitations related to alcoholism. 

Under the aegis of H-21 a proposed model health insurance benefit package 
has been designed to reflect the current "state of the art" and tc act event- 
ually as a guideline to companies providing alcoholism coverage in health 
insurance plans. It is important to note that this proposed benefit package, 
which will be made available in the future to all State alcohoXisa authorities, 
employers, trade unions, and the insurance industry, needs further testing 
before it. can be implemented. 

In addition, preliminary data on the costs of treating and carina for 
alcohol ip persons have recently been compiled (Table 1). 

Standards for alcoholism treatment services are either lacking or poorly 
defined. In an effort to resolve this problem, NXAAA has contracted with the 
Joint Commission on Accreditation of Hospitals to develop a Standards Manual 
for alcoholism treatment programs together with a procedure for ongoing surveys 
leading to accreditation. Through another contract, standards leading toward 
certification of non-degreed professional treata«nt staff are being formulated. 
St is expected that during the coming year a "eertifyiog** body will work to 
gain acceptance of the standards and to implement the certification of non-de- 
greed alcoholism counselors. ^ 

In an effort to stimulate health insurance coverage and third-party pay- 
ments NXAAA is exploring the possibility of using incentive contracts with 
profit-making organizations. The Xnstitute plans to demonstrate that contrac- 
tual incentives can yield facilities of a nature satisfactory both to the 
alcoholic population and to health insurers covering this population. This 
_ifl0uld attract enough third-party payments to enable the contractor to become 
self-sustaining in a relatively short time. Contractor fees will be detersiined 
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by the Xevel of thirds-party payments they are able to generate. For example # 
a contractor would receive the most profit if he were able to generate 2S% of 
his total receipts from third-party payments by the end of the first 6 months 
of the contract t 50% by the end of the first year^ and 75% by the end of the 
second and final year. 

utner current NIAAA activxtiea are the development of a model cost ac* 
counting system for use by alcoholism programs and an exaipination of legisla- 
tion and licensure requirements for State facilities. 

Alcoholism Care Costs 

The costs of treating the several million Americans who manifest drinking 
problems cannot bp supported by government funds alone* One of the more finan* 
cidlly viable means to ensure that alcoholic people receive timely and appro^ 
priate care is through the mechanism of third^party reimbursement* Yet coat is 
often the reason used by various types of health benefit plans for not includ* 
ing alcoholism treatment in insurance plans. For example # data from the NXAAA 
Alcoholism Treatment Center Monitoring and Evaluation System (21) indicates 
that these Centers currently receive only 7% of their income frcn third^party 
reimbursement^ of which approximately 2% is from private health insurance* 

Determining alcoholism treatment costs is especially difficult because 
they vary greatly from program to program* A recent preliminary study ^ ) 
provides some information concerning the costs of different types of 
alcoholism treatment programs compared to a model benefit package (Table 1) • 
It should be noted that the model benefit package does not represent a policy 
statement by MIAAA but is merely a practical measure, obtained by analysis of 
present treatment programs, to provide insurance con^anies with some basis for 
projecting a reasonable range of the costs of covering alcoholisto treatment in 
all the settings in which it is delivered* tllAAA views the model benefit 
package as part of an experimental effort rather than as a plan that is ready 
for national implementation. In dealing with insurance companies and state 
insurance agencies NIAAA would urge recognition of the fact that selected 
aspects of the proposal have not been thoroughly tested* 

The model benefit package projects, as ths basis for treatment in each 
type of setting, the following maximum lengths of stayt 



Inpatient emergency eare 6 days 

Inpatient care 14 days 

Outpatient care 30 visits 

Intermediate care, short term 30 days 

Intermediate care, long term 60 to 90 days 



The results of the study (5 ) , obtained by site visits to 27 alcoholism 
treatment programs throughout the u*8*A*, covering a total of over €0 treatment 
settings, are as follows (Table 1) s 

Inpatient Emergency Care * Within the inpatient emergency care modality, 
the general hospital treatment settings cost from over 2 to 10 times as much mm 
settings in specialised alcoholism hospitals, other specialised hospitals, 
hospital<»af filiated medical emergency care centers, end hospital^mfCiliated 
non^medical emergency care centers* 

Inpatient Care * The specialised alcoholism hospital is the least costly 
of the four inpatient treatment settings* 

Intermediate care * The partial-^hospitalisation treatment setting costs 
more tnan twice as much as the other three eettings-^^specialised alcoholism 
hospitals, recovery home or lialfway houses, and other 24*hottr nen-medieal 
residential centers* 

Outpatient Care * Costs varied greatly in the three treatment settings 
analysed (family or neighborhood alcoholism centers, hospital«»based outpatient 
clinics, and community mental health centers) , but costs in fasdly and neigh«> 
borheod alcoholism csnters tended to be the lowest* 
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TABLE 1 






MEDIAN COSTS OF ALCOHOLISM SERVICES 






Cost Per Day 


Cost Per Stay 


Emergency Care 
General Hospitel 
Specialized Alcoholism Hospital 
Other Special i<ed Hospital 
Hospital Affiliated Medical Emergency 

Care Center 
Hospital Affiliated Non-Medical Emergency 

Care Center 


$171.56 
S7.70 
97.37 

7a5S 

16.39 


SB89.14 
230.84 
471.56 

149.15 

53.01 


Inpatient Care 
General Hospital 
Specialised Alcoholism Hospital 
Other Special! led Hospital 
Hospital Affiliated Inpatient Care 
under Medical Supervision 


87.38 
33.78 
93.66 

117.00 


766.24 
270.21 
923.98 

1.173.71 


intermediate Care 
Pvtial Hospitalization 
Recovery Home 

Other 24 Hour Residential Center 
SpfCiiiized Alcoholism Hospital 


74.16 
12.66 
21.08 
2a74 


1.274.21 
681.02 
735.17 
792.99 


Outpatient Care 

Hospital Based Outpatient Oinic 

Family or Neighborhood Alcoholism Center 

Community Mental Health Center 


20.07 
5.12 
32.22 


60.23 
190.10 
300.87 
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A preliminary eonclasion from this study is that it is reasonable and 
economical to provide care for alcoholism through the vehicle of the model 
benefit package in certain types of settings. However, it should be noted 
that the costs shown in Table 1 indicate trends rather than exact values. The 
number of sites in the different categories varied from 1 to 11* Eventually, 
further studies based on this model benefit package should provide valuable 
information to health insurance purchasers, labor unions, and insurance com- 
panies, and facilitate the design as well as the negotiation of alcoholism 
policy benefit provisions. 



Summary 

A number of factors affect third-party reimbursement for alcoholism treat- 
ment services. Public opinion is shifting to favor the inclusion of provisions 
for alcoholism in health insurance plans. The general population is becoming 
more cognizant (1) of alcoholim as an illness, (2) of the fact that it should 
be treated as an'illness with both emotional and physical components, and (3) of 
the fact that health insurance companies can cover alcoholism just as they 
already include coverage for such illnesses as heart disease, cancer, diabetes, 
gastrointestinal disorders, etc. without incurring excessive additional costs. 

The insurance industry is becoming somewhat more sensitive to the needs of 
alcoholic individuals. Nevertheless, the majority of health insurance policies 
which currently cover alcoholism limit related care to an accredited general 
hospital, thus excluding many types of more economical treatment programs. 
Certain health insurance companies are now taking the lead in beginning to luting 
about change within the industry. With increasing development by NIAAA in the 
areas of treatment effectiveness, cost data, licensing of facilities, certifica- 
tion of personnel, etc., it may be anticipated that health insurance companies 
will expend their benefits to mset the needs of alcoholic persons. 

As State and Federal regulatory legislation addresses itself more sub- 
stantially to insurance activities in the alcoholism field, significant changes 
are occurring. Currently a number of National health insurance proposals have 
been introduced in Congress which should have a profound effect on third-party 
reimbursement if enacted. The removal of financial barriers through National 
health insurance will almost certainly increase the iiemand foe frankly labeled 
alcoholism services, including manpower and treatment resoorees, and many more 
flcoholic persons will bscoms eligible for treatment* 

At the present time the States have considerable authority over the 
activities of the health insurance contpanies. The States have the potential to 
enact effective and uniform statutes to regulate the alcoholism tresMnt 
services to be covered by the health insurance industry within each State. 

For the alcoholic person considering treatment the availability of 
effective health insurance coverage can in many cases make the difference be- 
tween seeking and not seeking help, and between seeking it sooner rather than 
later. 
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Chapter X 



THE ENIIANCBtlENT OF HEALTH 



The ambivalence of Americans toward the use of alcohol in beverages has 
been described not only as a general cultural pattern but also in a nuniber of 
American subcultures and ethnic groups • On the one hand, people condemn and 
shun the alcoholic person, but on the other they are uncritical of their own 
drinking- related practices. Those who drink tend to underestimate their 
consumption as well as the effects it produces. Many of those who do not drink 
pass harsh judgments upon those whd do. At a minimum, people need to have in« 
formation about the facts surrounding alcohol use, its physiology and effects, 
which many are start lingly lacking now. It also seems unlikely that alcoholism 
and its problems can be recognized as such until some general level of public 
discussion has been activated. 

Meaningful discussion about alcohol-* related behavior requires some common 
ground of understanding. One of the basic issues that provides the greatest 
challenge in this area can be stated as follows: How can that behavior be 
promoted which enhances well-being and human dignity? In other words, one way 
of looking at behavior related to the use of alcoholic beverages is to ask what 
can be done to best enhance the lives of both those who choose to drink and those 
who choose not to drink. 

Since multiple factors seem to contribute to alcoholism, multiple approaches 
arc necessary to promote human well-being and to enhance human dignity in order 
to prevent alcoholism. The causative factors in alcoholism operate within a 
specific environment. Thus, for example, it has become increasingly clear that 
a familial learning factor is important in the genesis of alcoholism in certain 
people. However, the expression of a familial factor only occurs when environ- 
mental circumstances permit it. This well-known phenomenon has recently been 
elaborated in relation to the sociology of medicine and of chronic diseases. 
Thus, we commonly speak of **the cause** of tuberculosis as being the tubercle 
bacillus* However, even knowing this, it remains to be specified why and under 
what circumstances some people get tuberculosis and others do not. Furthermore, 
it appears that tuberculosis was on the decline because of social factors, such 
as the relief of crowding and the in^rovement of housing conditions, even before 
the cause was known. In an analogous way w*3 may hqpe substantially to improve 
the conditions surrounding alcohol- related behavior long before we are able to 
specify so-called first caunes." An Englishman, John Snow, proved that cholera 
could be prevented several centuries before the genesis of cholera was known. 
Alcoholism is not thought to be due to a single cause, but it can still be 
identified and prevented in the early stages of its development (4)« To use 
another analogy, the cause of cancer is not known and, indeed, as with alcoholism, 
"tt is not yet clear whether cancer is many diseases exhibiting a common pattern 
of general symptoms or one disease that is manifested in many forms'" (23). Yet 
most cancers could be prevented with currently available modes of therapy if they 
could be detected very early in their development. In the same way, certain 
behavioral indicators should alert all of us to the incipience of alcoholism. If 
we could generally agree what is acceptable drinking- related behavior in specific 
environments, it would become possible to help the potentially alccAolic person 
to use alcohol more constructively, or not use it. There are crucial aspects 
of people's lives where interventions can assist them great ly# 

Considering the multiple factors involved, several should be of the greatest 
importance in dealing with alcohol- related behavior* First are Americans* 
attitudes toward taking alcohol. Second come the actual sets of behaviors that 
people engage in, which are of course not always necessarily the same as their 
attitudes. A third major factor includes the laws and customs that contribute 
so much to our patchwork guilt of inconsistent drinking-related practices. 
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The patterna of consumption of alcohol, including the economics of the avail- 
ability of alcohol and the availability of money to buy it, are certainly 
involved. The environments in whioh people live and work and drink, discussed 
in earlier chapters of this Report , arc also critical in providing clues about 
the extent to which th«iir behavior deviates from generally accepted norms. 



Attitudes Toward Alcoholism 



Thore is reason to believe that attitudes toward alcohol are changing. A 
small experimental Government pre^«ention campaign has yielded a multiplied 9r«*tJ 
in free public exposure of some four to five times the dollar investment m radio 
television, magazine, newspaper, and outdoor advertising about alcoholism. One 
reason for this enormous public involvement is the fact that techniques of public 
advertising have been used effectively to catch and sustain attention. The 
effectiveness of this campaign has been measured independently by a public- 
opinion research organization. The data in the accon^panying chart address some 
important questions: inhere has this taken us? t^at good has it done? Is the 
public aware of the can^aign? How have attitudes towards the use of alcohol 
changed? As can be expected from a limited e}q>eriment, the results are modest, 
but they are clear (10). 



Data From A Survey of American Attitudes Toward Alcohol 

Sept, March Sept. % Change 1971 
19 71 1972 1973 1973 to Sept. 1973 

Heavy drinking is a 
very serious problem 

in the country today: 59% 64% 67% 72% +22% 

Alcohol is a drug: 61% 67% 71% 72% +18% 

There is no known cure 

for a hangover: 45% 52% 5 3% 50% +11% 

Drunkenness is usually 

like an overdose of drugs: 31% 38% 41% 43% +39% 

A host who encourages 
heavy drink inq among his 
guests can be described 

* - drug pusher: 19% 31% 33% 33% +74% 

- bad host: 50% 58% 56% 58% +16% 



It may reasonably be concluded that Americans' attitudes towards the use of 
alcoholic beverages have changed substantially over the last few years. Moreove, 
Since public information campaigns by voluntary organizations are continuing and 
growing in volume, it is likely that heightened public awareness of alcoholism 
as a major social problem will also be sustained. 
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The question now becomes one of taking constructive steps, founded on 
sensible planninq principles in so far as possible, to capitalize upon the in- 
creased sensitivity of the public. Studies of public attitudes^ including house 
to house surveys r are continuing (3), but in the meantime the information 
currently at hand nust be used appropriately. Mot only is it inimical to our 
democratic ideals to impose any sort of behavioral practices upon people , but it 
has been demonstrated m psychology that such demands are unlikely to lead to 
sustained behavior in a given directi^ft. Indeed^ there is evidence that even 
people living under authoritarian government manage to ignore official anti- 
alcohol propaganda which goes against long- ingrained popular practices (14). 
On the other hand^ there is greet possible value in stimulating open public 
discussion about the values and practices related to drinking that characterize 
various groups of Americans. In this way tacit assumptions can be scrutinised 
and mutual understanding achieved. 

Among the essential requirements for increasingly meaningful and fruitful 
discussions by the people of this country is a concinuing flow of reliable infor- 
mation. Worldwide study and research are consistently enriching the store of 
knowledge about alcohol and the effects of its use and misuse; this knowledge is 
vital for scholars and researchers. It needs to be gathered up, analyzed, 
evaluated^ and processed systematically into bibliographies , abstracts, indexes 
and archives, so that it may be efficiently available to those who need it is 
background for their own work. Ready access to information about what has 
already been learned is especially useful in that it helps to avert needless 
duplication of researches, thus sparing both time and costs. Such organized 
data banks are valuable also for legislators, educators, program administrators, 
and those engaged in treatment and rehabilitation (13). Finally, a continually 
updated information bank can be the basis for valid conmunication to the people 
at large, through and by the mass media, allowing the formation of public 
opinion and attitudes rooted in well-founded ktiCKi/ledge. The National Clearing- 
house for Alcohol Information was established in order to achieve this infor- 
mational breakthrough and is already responding to a huge volums of inquiries. 
The collaboration of established university resources has also been enlisted to 
cope with the burgeoning problem which has often been referred to as the modern 
information explosion. 

What accomplishment is envisioned from drawing informed attention to current 
practices, similarities and differences among a variety of American subcultures? 
To the degree that there,-, is some consensus about what these sets of behavior 
are— which ones are helpful to people, and which potentially harmful— it is also 
possible to recognize when people are involved in them. Having such a potentially 
visible set of standards, without imposing any of them on any given person, would 
greatly enhance the early identification of both benefits and difficulties in the 
use of alcoholic beverar^r:. This is a logical outcome of emphasis on early 
responsible use and non*L of alcoholic beverages and early aetection of misuse* 
Furthermore, it rr • the opportunity to set up a testable programmatic model 
which incorporate s ar.-i t involvement of the American people in a dialogue with 
each other an^l with their Government. The expected uutcome^^ might only minimally 
change the quantity of alcohol that Americans consume. But it should strongly 
affect our ability to drink for pleasure, or not drink; to experience the values 
of drinking, and to minimize the problems provoked by injudicious drinking. 



Can Patterns of Drinking Change? 

Societies can change over time. Drunkenness was a problem among the ancient 
Hebrews. Yet temperate drinking became the established norm among Jews when 
their national culture was reformed around 525-350 B.C. (12). Among Jews today, 
especially the religiously affiliated, drinking is an integral part of numerous 
religious observations; drinking is moderate and is rarely done for its own 
sake, but is considered appropriate when coincidental to ceremonies, festivals, 
celebrations, or meals (24). Among Italians, wine is viewed as a good, a 
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necessary part of a substantial meal^ aa well as an accompaniment of celebration? 
such as weddings^ christenings, and holidays (15) « 

Changes in consumption patterns need not take generations. For example. 
In /i recent lO^year period, Prance was the only major Western Nation to reduce 
its per capita consumption of alcohol, apparently in response to a national 
canpaiqn calling for moderation In drinking ( )• Similarly, high taxation of 
distillc^d spirits in Denmark changed consultation patterns in that country during 
World War I to such an extent that even today beer is the alcoholic beverage 
most frequently consumed (21). 

Another illustration derives from a study of adolescents that produced a 
typology of individuals among which were two with a particular proneness to 
deviant alcohol use. Moreover, the categories of individuals responded 
differently to alternative alcohol education programs. That is, some combinatior 
of educational materials and types produced a lessening of alcohol deviancy while 
other combinations produced an increase. The implication of this is that it is 
both necessary and possible to develop special prevention programs Ici. special 
groups of people (2). 

Because of their importance in the socialization process, schools are 
important conduits through which to convey alcohol information and education. 
The current trend is to include all school levels— elementary , junior high, and 
senior high-«»as target groups. This reflects lowering of the age at which young 
people are thought to be ready for alcohol education. Previously^ almost all 
the emphasis was on senior high school students. Recent studies have revealed^ 
however, that most adolescents are introduced to drinking at age 14 or 15. 
Junior high-school students have^ therefore, increasingly become identified as 
target groups. Most recently, the growing belief that the family is decisive 
in the formation of attitudes about drinking has suggested that the school 
should get involved in alcohol education as early as possible (1). This belief 
is supported ty indications that young children are more exposed to and aware of 
alcohol than had been previously recognized. Of course, it should be obvious 
to anyone who observes children that they learn to copy their elders from age 2 
and even younger. They learn about taking alcohol in the same ways that they 
acquiro other knowledge from the earliest years onward. A recent study of 
children between the ages of 6 and 10 xn Scotland concludes: *'The results.*, 
clearly support the expectation that children begin to learn about alcohol 
early in life, even before primary school. By age 6, a majority recognize the 
behavioral manifestations of drunkenness, and many are capable of identifying 
some alcoholic drinks by smell alone; they also perceive people in different 
social roles to like alcohol in different degrees* By the age of 8, most 
children have attained a mastery of the concept of alcohol, and in general, the 
rate at which children acquire a broad understanding in this sphere was greater 
than anticipated'* (5). 

Everyone agrees about the importance of education in relation to the 
prevention of alcoholism. However, there are many differences about what types 
of education may be effective and the degree of enphasis to place upon them# 
Since the Federal government, through the Department of Health, Education, and 
Welfare, has only recently begun to launch a major educational effort for the 
pro'/ention of alcoholism, it is still too early to be sure what the results of 
such interventions will be. Accordingly, the NIAAA is proceeding on a pilot 
basis to encourage projects in this area. What can be said at this point is (l) 
education must be defined clearly with obtainable objectives; (2) the behavioral 
effects of the education must be measured as v/ell as attitude cHanges and the 
grasp of information; (2) clear-eyed evaluation, including the assessment of 
unexpected results, is essential. 

One more point is worth emphasizing. To achieve more effective education, 
whether in the schools or in the public arena, will undoubtedly require the 
development of additional and fresh resources to aid the educators, such as new 
manuals and new modules^ as bases for new curriculums, that various school 
systems or leaders of adult groups can adapt to their own needs. A foundation 
for this IS in process of being developed in the National Center for Alcohol 
Education. 



ERIC 



BEST COPY ft*'^^^ ^^'^ ^ ^01 
Laws, Requlations, and Drinking Patterns 

Discussions of the prevention of alcohol problems, many of which are related 
to the development of alcoholism, have often overlooked a universe that may offer 
outstanding potential for effective contribution! the regulations and regulators 
of alcoholic beverages. What their role has been 'n the past 40 years will 
therefore be dealt with here in some detail; and tisir potential role in pro- 
moting a healthier drinking environment in this country will be suggested, 
although necessarily in a most tentative fashion. 

Although It is apparent that laws and regulations of alcohol are an ex- 
pteasion of how a Nation feels about drinking practices of various kinds, only 
recently has attention been focused upon the intricate patchwork quilt of often 
inconsistent statutes and customs that prevail in the U.S.A. What is missing is 
knowledge of the nature of the contribution that this makes to the problems of 
alcoholism in this country. The real effects of different types of regulation 
are only now beginning to be questioned (6). 

Through substantive legislation, the Alcoholic Beverage Control (ABC) 
authorities possess the power to regulate morals and ethics as well as to 
establish social policies concerning the consun[:tion of beverage alcohol. This 
Kind of control has been, in one way or another, a part of the development of law 
and government throughout the history of the United States. These agencies were 
created in an atmosphere of temperance and avoidance, to regulate out of exis- 
tence the presumed causes of alcohol problems: mainly, the uncontrolled manu- 
facture, sale and consunqption of beverage alcohol. 

Liquor control laws have their roots in antiquity and the development of 
variations in the means and methods of control can be traced through various 
stages of civilization to modem times (7). As a whole, liquor control is a 
heterogeneous mass of organizations and laws that exist in all developed nations, 
states and in most underdeveloped nations of the world. In broad terms, the 
organizations and laws have as their primary goals the regulation of the manu- 
facture, sale, and consunption of beverage alcohol and the taxation of alcoholic 
beverages. Most developed countries have national policies on the manufacture 
and sale of alcoholic beverages, and many countries provide for local variations, 
especially in retail sales.' The United states, on the other hand, has not had 
a national policy on the manufacture and sale of alcoholic beverages since 1933. 
There are Federal statutes governing the export and import of alcoholic beverages » 
but each State has full and complete authority over the manufacture, distribution 
and sale of alcoholic beverages within its borders. 

The extent of the authority over alcohol that passed to the States in 1933 
was the result of the Twenty- first Amendment to the United States Constitution 
%«hich repealed Prohibition. Like many other nations, the United States hm 
experimented with different systems of control. The Eighteenth Amendment and 
the National Prohibition Act (Volstead Act) marked the culmination of a moment 
that started in the middle of the 19th century. Effective organisation of the 
antialcohol movement, persistent lobbying, the Influence of World War I on the 
p<^ulation, and an apparently growing concern over problems associated with 
excessive drinking were instrumsntal in National Prohibition beooning laa#. 

The enactment of a law, however, is not synonymous with its popular accep- 
tance or effective enforcement. By the middle of the 1920s the Illegal produc- 
tion, distribution and sale of alcoholic beverages, and their widespread con- 
sumption, were well established. Popular support for Prohibition was clearly 
and conspicuously denied by the flourishing illicit trade. The growth and 
acceptance of moonshine, bootlegging and the speakeasy were not due to corrup- 
tion on the part of public officials and law-enforcement personnel, although 
this was undoubtedly present. They became accepted institutions of the era 
because of the rrohibitlon laws. The lack of riispeet for law that developed 
cannot be disregarded in any evaluation of the National experiment to eliminate 
alcoholic beverages »9 an available commodity'. 

While broad generalizations should not be hastily formulated from one 
experiment, the experience with Prohibition clearly suggests that social policies 
which conflict with widely accepted societal practices an*d moras %rm, if not 
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doomed to failure^ potentially dysfunctional to societal institutions including 
the broad area of law and justice* American experience over Lhe last century 
and longer suggests that the availability of alcoholic beverages has broad public 
support* ^ 

The problem ^acad by the"* tripartite American sy^ten of represent ativa 
damocracy ia how to control the problems associated with Uie consumption of 
beverage alcohol without destroying respect for the system that enacts, adnnin- 
isters and adjudicates the controls and without over^burdening the system with 
adverse responses to the controls. It must be recognized also that societal 
customs that are deeply embedded in and part of accepted behavior patterns are 
not easily subject to change, certainly n^^^t in the short run, as was attempted 
through prohibition* 

License and Monopoly States 

In the United States the administration of alcoholic beverage control is 
shared or divided among many different authorities* The 50 States and the 
District of Columbia, when viewed as a whole, do not present ^ picture of regu* 
latxon that Is easily described except to say that it is disjointed, full of 
contradictions, marked by divergent statutory provisions, and lacking in con*- 
crate statements of purpose that can be related to functions and activities* 
If a foreign observer were to view this alcohol control system, he could not 
help but conclude that there is no logic to the system* If he were to look 
more closely at the plethora of laws, regulations, and unwritten policies^ the 
foreign observer would probably throw up his hands in dismay at the lack of 
articulated and understandable policies, goals, and objective*, that the control 
system is supposed to meet* 

Alcohol control in the United States is a hodge-podge that, on the sur** 
face, does not exhibit any semblance of a policy coordinated to have impact on 
alcohol-related problems. Alcohol«*-the substAnce«»is controlled, but not uni- 
formly and in most instances without a concern for any positive, neutral or 
negative relationships between the controls and problems associated with the 
consumption of beverage alcohol— in contrast to problems associated with the 
merchandising of liquor. 

The system of alcohol control in the United States is divided into two 
major types t license States and monopoly States* Thirty-two States and the 
District of Columbia, through regulatory agencies or offices that have differ- 
ent forms and functions, control the manufacture, distribution, and retail sale 
of alcoholic beverages by licensing all segments of the industry* In four of 
the license States local governments issue most retail licenses and in two 
States the local authorities issue some retail licenses without State approval* 
In many of the license States the local authorities may make recommendations 
on the issuance of retail licensea when applications are pending before the 
State ADC agency* There is no simple description of procedures for retail 
licenses* For example^ in Minnesota the enabling legislation permits munici** 
palities or counties to issue most on-premise licensee permitting sale for 
consumption where beverages are served, and off -premise licenses for sale in 
containers to be taken away, may be issued with State approval* Cut in munici- 
palities having a population of 10,000 or less the municipality can own and 
operate both on-premise and off-premise establishments* Similarly, in South 
Dakota retail licenses must be obtained from both the State and local author** 
ities, but following an affirmative local option election a municipality can 
own and operate its own on-sale and off-sale retail outlets to the exclusion 
of private licensees* The rationale for these and other deviations from exclu- 
sive State authority over the whole industry are unclear* There has obviously 
been a strong historical pattern among the States that has not fostered uni- 
formity in many areas » including regulatory functions reserved to State author- 
ity; liquor control is no exception* 

Eighteen States have monopoly systems of control which exclude private- 
sector involvement in the distribution of most alcoholic beverages, especially 
distilled spirits* Sixteen of the monopoly States operate both the whole- 
saling and retailing of distilled spirits* Most monopoly States also whole- 
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sale and retail wine and some monopoly States sell beer containing more than a 
ntven percentage of alcohol- As in the license States, there is no uniformity 
kn the regulatory provisions. Two States, Mississippi and Wyoming, operate 
the wholesale part of the Industry but issue private licenses for package 
stores. Again t the rationale for this divergence from the general picture of 
monopoly States' is unclear. Provisions lor the issuance of on-premise licenses 
also differ among the monopoly States* 

The emotionalism that sometimes surrounds the question of alcohol con- 
sumption was in part the reason for most States acting to permit local refer- 
endums on the retail sale of alcoholic beverages. Thirty-eight States have 
provisions for various types of local option elections on retail sales. Local 
option allows the electorate of a political-geographical area to express their 
view on whether certain types of retail sales should be permitted or prohibited 
in that area. The usual practice is for a qivon percentage of the electorate 
to submit a petition requesting that a question or questions relative to retail 
sales be placed on the ballot. A few States permit the local government to 
place questions concerning the retail sale of beverage alcohol on the ballot, 
and in one State, Delaware, the General Assembly provides for local option 
elections on the request of a majority of assembiyioen from a district. In 
Mississippi # before beverage alcohol can legally be sold in any county, a 
majority of the electorate in the county must vote in favor. Alabama does not 
differ significantly in this respect from Mississippi. In the last two and 
a half decades, the number of areas that have exercised local option provi- 
sions and voted to prohibit sales of alcoholic beverages has decreased markedly. 
In some States the provision for local option elections is seldom if ever 
exercised today. 



Licensing 

Govornmental regulation of businesses, especially the alcoholic-beverage 
industry, is not a 20th-century phenomenon. Since the latter part of the 19th 
century, though, bureaucratic apparatuses to regulate industries have been 
established in the United States with greater frequency and with great atten- 
tion to form. 

In the area of alcohol control a number of administrative structures have 
been used In r.omc States the regulatory task has been assigned to existing 
departments, as in Colorado^ where the Department of Revenue has the respon^ 
sibility. Other states have created new liquor«*control departments, as was done 
first in Mew Jersey. Additional States have created new divisions or bureaus 
within existing departments, as resulted in 1948 in New Jersey when the Depart- 
ment of Alcoholic Beverage Control was abolished and the Division of Alcoholic 
Beverage Control was established in the Department of Law and Public Safety. 
Still other States have opted for independent regulatory coiiVPl ^sions. One 
State — Hawali--has State legislation but no special agency; li<uor control is 
assigned to county commissions. 

Licensing and the State monopoly system were the main answers proposed in 
the earl^ 1930s for alleviating the problems of the Prohibition and pre- 
Prohibition eras. Xn States that did not adopt the monopoly system, licensing 
was and still is the main control mechanism. Sixteen of the monopoly States 
combine St. te operation of package stores with licensing of on-premlse estab* 
lishments, and two monopoly States license all retail outlets. The eligibility 
requirements for licenses. State monopolization of sales for off-premise con* 
sumption, and the various restrictions on the number of licenses, are advanced 
as a means of controlling the problems associated with the retail end of the 
beverage industry, including intemperance. Restricting access to the industry 
and limiting the availability of retail outlets is presumed to reduce alcohol- 
related problems. 

While licensing is considered '*one of the two pillars supporting the 
structure of alcoholic beverage control** by the Joint Committee of the States 
to Study Alcoholic Beverage Laws ( ) , it should not be assumed that licensing 
in the alcoholic-beverage industry is unique or different from licensing in 
other indu8trie3--what is unique is the industry. Licensing is used exten- 
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t^ivcly by governtncnts to control access to professions ^ to control public 
ijatherings. to authcrizo porsons to conduct certain businesses ^ and for num- 
crous other Activities that novernipents have determined must be controlled. 
While access to the liquor inc^ustry on the retail level is limiti^d by statute 
m all States, it does n^t follow that all licenainq is aimed at limiting the 
number of licenses. In fact, most governmental licensing is structured so that 
applicints can obtain licenses as lonct as they meet specif ied statutory criteria 

A license generally is "a peririspior or privilege to do what otherwise 
would be unlawful. Tt is an author 4.;?&*. ion tc do that which, without the author* 
ity, would not be allowed" . . . essentially a governmental restriction upon 
private rights" which mandates obtaining the permission of a governmental body 
before participation in the restricted activity. 

La censing provides a means for governments to regulate those activities 
which leqislar ive bodies have determined must in some way be restricted. It 
follows that the right of an individual or group to participate in certain 
activities must first be restricted before licensing is imposed as a forr of 
regulation, in the case of alcohol it has been argued that the manufacture , 
sale, and consumption of beverage alcohol is potentially dangerous to the gen* 
enl putlic and therefore nust be regulated. The States which adopted the 
moncpoly system achieved part of this goal by completely or partly excluding 
private parties from engaging in the wholesaling or retailing of alcoholic 
beverages. License States, on the other hand, made it unlawful to own or oper* 
ate any segment of the industry without first obtaining a license from the 
appropriate agency. 

Licensing permits the State or its erqpowered agencies to determine who 
shall engage in one or another part of the business and under what conditions. 
It also provides the authority to inspect and regulate licensees. Uliile sub* 
stantial revenues are collected by States as excise taxes or profits from 
sales, revenue was not the main reason cited for enacting a license or monof>oly 
system of control over the liquor industry. The main reason was the belief by 
the State legislatures that failure to enact a system of control when Prohibi- 
tion ended would result in chaos. The statement by the then President of the 
New Jersey Senate, Emerion L. Richards, is an example of the concern expressed 
by State legislatures when Prohibition ended il9) : 

"You know generally the sentiment in New Jersey. It is a very wet State. 
What is wanted and desired is the control of liquor. We don*t want past evils 
revived. There will be no complaint from the Legislature and the public 
action will be favorable if the matter is handled in a conservative way and 
the previous abuses prevented. The subject should be placed in the hands of 
a stronger State authority. 

"The Problem is to devise a plan whereby a man wanting a drink can get it 
and at the same time prevent him from getting * gloriously drunk* and acting ir 
a manner harmful to himself and possibly injuring others." 

Licensing, limiting the number of licenses, and monopoly control of off- 
premise sales are negative controls, as are all or nearly all of the controls 
established for the industry, other types of controls include hours of sale, 
age of purchasers, separation of licenses for on^premise and off-premise con- 
sumption, prohibitions against "^tied house** arrangements, minimum pricing, and 
limitations on advertising. The negative aspect of the controls arises from 
the fact that they are aimed at preventing, eliminating, or decreasing intem- 
perance, and restricting licensees from engaging in or allowing on the licensed 
premises activities that the legislature or the control agency considers unde- 
sirable. Although most of the States, in their statements of legislative pur- 
pose, talk about promoting temperance or imply that the temperate use of alco- 
holic beverages is a legislative goal, their statutes and regulations^ which 
outline the activities of the state ABC authority, do not provide for a posi- 
tive role to further the goal of temperance. Whether temperance is obtainable 
by these means is not in fact known. The point is that licensing and the other 
controls established over the alcoholic-beverage industry are prohibitive in 
nature rather than promotional. Even if it be granted that the controls can be 
positive in effect, the fact retrains that there are no concrete data to indi- 
cate that temperance has been promoted. McCarthy and Douglass commented in 
1959 (9): 
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••It IS possible that repeal of the Eighteenth AmenJment solved some of the 
problems of the Kiqhtetjnth Amendment, It is certain that it solved few of the 
problems of intemperance. It is probable that the same comment could be made 
of the repeal of the earlier prohibitory laws. In the long years of attempts 
to control the problems of intemperance in the United States by moral suasion 
and by political prohibition of the manufacture and sale of alcoholic bever- 
aqcs, one fact remains clear. The problems are still with us. Only two States 
now have a partial statewide prohibition* All the Stites have the problcrs of 
intoir.peranco.** 

It should be realized that the structure and management of either the 
license or the monopoly system has effects on economic and social practices. 
Basic to any system is a classification of the types of licenses and the 
requirements for obtaining them. The types of licensed activities, the number 
of licenses permitted, as well as the pricing and other control mechanisms can 
have a profound influence on such things as bootlegging. But it is necessary 
to go a step further. That is, does the licensing function or the retail off- 
premise monopoly practiced in 16 States provide anything more than a stable 
industry? Is there any amelioration or reduction of the problems associated 
with the consumption of beverage alcohol? 

Liquor control has taken on many facets over the years. There have been 
attempts to control CDnsomption by outright prohibition, limitations on pur- 
chases, State monopolies, prohibiting sale by the drink, controlling prices, 
sumptuary taxation, ard limiting the number of outlets. Most of the evidence 
indicates that these measures have not proven to be of overriding i^uportance 
in limiting alcohol-related problems (17). 



State Contr;>l Provisions 



The enormous pioblerj faced by the State legislatures in their attempts to 
provide realistic liquor control is matched by the difficulties in any attempt 
to evaluate the functions and effectiveness of such control systems. The 
structures of the administrative agencic»6 vary, and their functions differ. 
Fully 28 States provide for separate agencies to collect all or some of the 
taxes that are directly assessed against alcoholic beverages. In other States, 
the ABC authorities either collect the taxes or are part of a government depart- 
ment, such as a department of revenue, that collects the taxes. 

Forty -five State ABC agencies have enforcement staff, although the number 
of enforcement personnel varies from 5 in Alaska to 254 in Pennsylvania; most 
States have fewer than LO. These numbers, however, can be misleading, because 
in most States local, county and State police perform control functions either 
by specific statutory assignment or incidentally to their regular duties. Not 
a great deal is known about enforcement levels, practicea, and policies opera- 
tionally in the United States. The lack of good information handicaps any 
objective evaluation and analysis of the effectiveness of liquor control pro- 
visions. 

Definitions of Alcoholic and Intoxicating Beverages 

The products controlled are malt, vinous and distilled alcoholic beverages. 
The legal definition of what constitutes an alcoholic beverage differs among 
the States, as do the beverages to which the laws apply. Fcrty States control 
alcoholic beverages that contain either any amount of ethyl alcohol or at least 
- 1/2 of 1 percent of ethyl alcohol by volume. The remaining States differ in 
the minimum percentage of ethyl alcohol a beverage must contain to come under 
the law, and this percentage by volume ranges from 0.625 percent to 1.25 per- 
cent. Essentially the differences among the States are not very meaningful at 
these low levels of alcohol. The most confusing distinction has to do with the 
various definitions of intoxicating beverages and alcoholic beverages. 

In a dozen or more States the terms "alcoholic beverage" and "intoxicating 
beverage" are not applicable to all classes of beverage alcohol because of 
legal distinctions in the State statutes. For example,, beer containing 3.2 
percent alcohol by weight (approximately 4 percent by volume) in some States is 
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requlatcd hut is not considered an intoxicating beverage • Article XXVII, 
Section 4, of the Oklahona Constitution prohibits the on-premise sale of alco- 
holic bevcracies but Section 2 of the same Article specifically exempts malt 
beverages thi^t do not contain more than 3.2 percent alcohol by weight from the 
restriction* Kentucky makes a similar distinction except that it defines 3.2 
percent bocr as nriiaU-ohol u;, but only in ••dry'* counties that have-* vntml 
permit it!^ r»alc. A humhor of other States also label lowprool rsi^l^ h* vi tuqoH 
as nonintoxicat ing. In North Carolina the term alcoholic beverage refute to 
one that contains more than 14 percent alcohol by volume. One State » while 
regulating all alcoholic beverages no matter what their alcohol strenqth, 
declares certain beveraqes to be not only nonintoxicating but also nonalco** 
holic. Beer that does not exceed an alcohol content of 5 percent by weight 
(approximately 6.25 percent by volume) an<^. wine that contains 21 percent or less 
alcohol by volume are declared to be both nonalcoholic and nonintoxicating in 
South Carolina. That is an extreme example of the semantic game-playing with 
alcohol words, but all these distinctions highlight a societal conflict over 
the use and even the labeling of alcoholic and intoxicating beverages. 

It is interesting to note that four of the five States that do not issue 
licenses for the sale of distilled spirits in on-premise establishments permit 
the on-premise sale of beer or unfortified wine by declaring them to be non- 
alcoholic and, in some cases, nonintoxicating. The fifth State that does not 
issue licenses for the on-premise sale of distilled spirits to the general 
public, Utah, does permit the on-premise sale of beer containing up to 3.2 per- 
cent alcohol but defines it as an alcoholic beverage. On the other hand, Utah 
establishes State package stores on the premise of restaurants for the sale 
of "miniature'* bottles to customers for immediate consumption. 

Prices, Location, Hours, and Eligibility 

Without regard to administrative structure, there are a number of similar- 
ities between the provisions of the alcoholic-beverage laws and the administra- 
tion of the laws among the States. For example, 16 of the 18 monopoly States 
have effective control over the retail prices of most alcoholic beveraaes sold 
for ofr-premise consumption. At the same time 10 license States provide for a 
high degree of uniformity in prices by either requiring minimum price posting 
or by enforcement of "fair-trade" agreements. Retail prices, however, vary 
among the 26 States because of differences in mark-up percentages as well as 
taxes . 

Another widespread form of control is prohibition of the sale of alcoholic 
beverages for either on-premise or off-premise consumption within a specified 
distance of certain public and private institutions, such as schools, churches, 
hospitals and, in some casas, a distance from prisons, state fair grounds, 
county court houses, and institutions of higher learning. Thirty-five States 
have locations and 12 make it discretionary for either the State ABC agency or 
the local qoverning body. In addition, most States for most types of retail 
license .illow local zoning restrictions against the issuance of new retail 
licenses. 

In terms of hours of sale at retail, an area long in dispute because of 
the suggested relationship between hours of availability and levels of consump- 
tion, all 50 States have some restrictions or permit local governments to esta- 
blish opening and closing hours. But the similarity of the actual restrictions 
is not great. For example, some States restrict sales on Sunday, others make 
distinctions on Sunday sales among different classes of licenses, and some 
leave the question of Sunday sales to local governing bodies or local-option 
elections. Closing hours vary in some States from municipality to municipality 
because of local control; others set minimum closing hours and allow local 
governments to farther restrict the hours of sale; and still others statutorily- 
provide standard closing hours. Thus, Delaware prohibits on-premise sales from 
12 midnight on weekdays to 9 a.m. the following morning, while Alaska requires 
on-premisc establishments to be closed between 5 a.m. and 8 a.m. 

Each State has established eligibility requirements pertaining to the 
individual or corporation applying for the license and, in most instances, the 
premises to be licensed nust meet a number of requirements. Eligibility rules 
differ amona the States but rest require a licensee co be a Unit. \ States citi- 
zen and to have reached t* .e of majority. In addition, most States will not 
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isbuo a rotcail 1 ic* r so to an inclxvidual who has a recent criminal record. Some 
States restrict the numbt^r of retail licenses an individual' or a corporation 
can obtain tor separate ec^tablishmcnts. 

Restrictions on Persons 

Most States n^ak<^ sone restrictions on the sale of beverage alcohol to 
spf^cified classes of people. Sales to minors ore the most obvious example. 
But there are also restrictions on sales to insane or interdicted persons, 
pert^ons of ill repute, and intoxicated persons. Enforcement of some of these 
restrictions is obviously difficult, but data cn the level of enforcement are 
nonexistent. 

Among the provisions of law that are frequently pointed to as important in 
promoting temperance is the legal age" restriction. While a growing number of 
States recently have lowered the minimum age for the purchase of alcoholic 
beverages to 18, the majority still provide for a higher age at least for the 
purchase of distilled spirits and wine. As of the end of 1973, 20 States had 
set 18 as the minimum age for purchase; in 5 States it is 19, in 1 it is 20, and 
in 13 It is still 21. Nine States permit 18-year-olds to purchase specified 
light beverages such as beer containing up to 3.2 percent alcohol, and malt 
bever tqes or wine containing not over 14 percent. In these 9 States persons 
must be 21 to purchase all alcoholic beverages not specifically permitted for 
sale of 18-year«olds. One State allows persons who have reached the age of 19 
to purchase unfortified wine and beer, but other alcoholic beverages may be 
sold only to those aaed 21 or over. In Maryland the counties establish the 
minimum aqo, and most counties set it at 21 for the purchase of all alcoholic 
bpvorages, but a few permit sales to 18-year-olds and a few permit 18-year-olds 




bovcrages in on-premise establishments provided the minor is accompanied by 
his or her adult fipouse, parent or guardian. Other states, such as Utah, 
stafutorily r>J^ohibit minors from consuming as well as purchasing alcoholic 
bovcraacs, and Utah prohibits anyone, including parents, from supplying 
bovcraa^ alcohol to a minor except for medicinal purposes. 

Retail Licf>nse Limitations 

Retail license nuotas have been one method of control adopted to affect 
alcohol consumption and related problems. License auotas^ like restrictions 
on «?alo, arc^ intended to have an impact on the availability of liouor. In 
addition, license quotas are meant to restrict competition. Where quotas are 
provided by statute^ they are usually based on census data and one retail 
1 iconsc IS permitt* J per increment of population. There is no uniformity among 
population increments. Thirteen states and the District of Columbia give 
cither the State AUC agency or local governments discretionary authority to 
enact retail liconsi* limitations. One State specifics quotas for certain 
counties and provides discretionary authority for the remainder the counties. 
Thirty-four States and the District of Columbia, therefore, have some statutory 
provision either mandating retail license quotas or permitting the limitation 

of retail licenses. j-. 

There are only very limited data on the effect of retail license limita- 
tions on alcohol-related problems or even on consumption. Probably the most 
extensive study of license limitations was done by the Moreland Commission 
in New York State which examined the results of a moratorium on the issuance 
of off -premise licenses. The finding of the Commission was that there was no 
discernib?e change in consumption levels or patterns when a limitation on 
package stores was instituted (8) . 
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Consultation and the Lognormal Curve Vjv^ * 

Certain studies in the last few years that bear on control over alcoholic 
beveraqes have focused on the distribution-of -alcohol-consumption theory. The 
proponents of the theory postulate that the consumption of absolute alcohol 
follows a pattern similar to economic curves for the consumption of other c 
commodities; mean consumption is greater than median consumption and median con* 
sumption «s greater than mode consumption. A small number of consumers raise 
the moan considerably while a large number of consumers r who represent the 
modct arc considerably below the mean consumption. The theory relates increase 
incr mean consumption levels to increasing alcohol-*related mortality, and 
therefore postulates that a reduction of average consumption levels of abso- 
lute alcohol will result in a reduction of alcohol-related deaths, and by 
implication, other alcohol-related problems. Some of the proponents of the 
theory have recommended the application of demand-price economies to reduce 
the m^an consumption. According to the recommendations, taxes on all alcoholic 
beverages should be based on the absolute alcohol in the beverage and taxes 
should be increased to raise prices to a level that will reduce consumption. 

Economic studies show a strong inverse relationship between purchase 
levels and price when the demand for a product is elastic; that is, purchase 
levels of a product are affected by changes in price when demand increases 
or decreases inversely at a greater rate than the percentage change in price. 
On the other hand, if demand is inelastic, moderate increases or decreases in 
price will not lead to corresponding changes in purchases. Demand elasticity 
is only an average and income is one of the determining factors affecting 
demand. Alcohol is assumed to be a commodity with a high demand elasticity by 
those who believe raising prices will reduce consumption. 

Various studies have suggested that the price of alcoholic beverages 
relative to income is a determinina factor in consumption levels. This is 
undoubtedly true at least for some drinkers, but to what extent is unclear 
because of the scarcity of hard data on the subject. On the other side of the 
Argument are some studies that suggest that price-demand elasticity for 
alcoholic beverages is significantly below -1.0, the unitary level of elas- 
ticity (24). Unitary elasticity occurs when expenditures for a product are 
the r.v-imc even though the quantity purchased has increased or decreased because 
of price changes. If the latter studies are valid, then a large decrease in 
consumption cannot be anticipated unless there is a radical chance in the price 
structure of alcoholic beverages or in the taxes on them, or in disposable in- 
come • ^ , ^ 

One of the arauments against the pricing approach to beverage control is 
that it involves regressive taxation affectinci low-income consumers dis- 
proportionately in comparison with higher-income consumers. A corollary argu- 
ment is that the vast majority of drinkers who do not cause problems will have 
to pay higher prices for beverage alcohol because of a small percentage of 
problem drinkers. These two arguments question the equity of sumptuary taxa-* 
tion. An additional oblection is raised concerning the elasticity of demand of 
those who can be classified as problem drinkers or alcoholic persons. Ob- 
viously the price-consumption-problems approach is aimed at the future reduc- 
tion of problem drinkers, but the approach must assume that alcohol is the 
problem. While there are some statistics that tend to support this approach, 
the general neglect of research into the demand-price elasticity of beverage 
alcohol* especially in relationship to drinkers who consume far above the 
moan of absolute alcohol, makes any conclusions only speculation. For example, 
it can be anticipated that the demand-pirice elasticity for alcoholic persons 
will be low, but what will be the demand-price elasticity for other problem 
drinkers whose habits give signs of developing alcoholism? What level of tax 
increases on absolute alcohol relative to income levels will produce a de- 
sirable, measurable result? Which mean consumption level is the goal of the 
sumptuary taxation that is recommended? Since there are great disparities 
in incomo bctvmen rural areas and urban areas of the same State, and also with- 
in urban areas, would sumptuary taxation of absolute alcohol amount to prohl* 
hition for some economic strata of society? 
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Schmidt and dc Lint (22) believe that ^'there is a substantial body of 
evidence that the logarithmic normal curve holds for drinkinq in populations 
which difft^r greatly from one another in attitudes toward drinking^ beverage 
preferences » drinking habits and legislative controls. It appears^ therefore^ 
that for all practical purposes, the form of the distribution is unaltera^^lc. 
If their conclusion is correct # then the upper tail of the unijnodal consumption 
curve, which encompasses the problem drinkers # represents drinkers who appar- 
ently arc different only in the quantity of their alcohol consumption* Such 
a conclusion has implications for the development of primary prevention pro- 
grams and for theories of causation of alcohol problems. 

On the surface it would appear that primary prevention on the basis of the 
distribution-of -alcohol -consumption theory must include a method of controlling 
tho Availability of beverage alcohol to all consumers. In addition^ it sug* 
qor.ts that it is difficult or impossible to affect the problem drinkers with- 
out affecting the drinkers who comprise the vast majority of the median and 
the mode. 

While the distribution-of-alcohol-consumption theory itself has some 
supporting data, knowledge of alcohol consumption patterns is still too meager 
to allow a conclusion based on a distribution curve. Prohibition is possibly 
a time-worn omen too often held up as the example of what increased taxation 
will producer but it is not unimportant to examine when mass control of 
alcoholic oeverages is considered. If it is impossible to obtain reliable data , 
at least a well-founded estimate as to what level of taxation relative to in- 
come will load to the growth of illicit sources of alcohol should be formed. 
There :ippears to be a preference change among a part of the youth culture from 
hard drugs and even marihuana to alcohol in recent years. What level of taxa** 
tion, if any» could have an effect on this phenomenon? 

The prohibition and hard-drug questions are part of broader sociological, 
economic and anthropological questions. The most important question has al- 
ready been mentioned, and that is the role of drinking in American society. 
The societal reaction to prohibition in the United States suggests that there 
is a need to examine and explore more thoroughly than has been done to date 
the possible reactions to attempts to control alcohol consumption by means of 
taxation. It cannot be overemphasized that knowledge about drinking is not 
vet at a level that allows broad-ranging policy decisions on controls over 
alcoholic beverages which would have sociological # psychological , economic, 
and political overtones. 

D(*spite the foregoing comments, the researches detailing a theory that 
relates; moan consumption to problem consumption constitute an important ad- 
vance in current knowledge touching on beverage control as a method of primary 
prevention. But there has not been any research using United States data to 
allow a conclusion that consumption in this country is accurately described by 
the lognormal curve. 

If the hypothesis were tested and proved, that the price-consumption*^ 
problems theory adequately describes United States consumption patterns, and 
has predictive reliability for levels of alcoholiem and alcohol-related 
mortality and morbidity, and if it can be assumed that the implementation 
of the pricing or taxing policy suggested by the proponents of the theory will 
not lead to severe or social or law-enforceiiient problems such as the growth of 
an illicit beverage industry similar to what existed in this couiitry during 
Prohibition, then legislation assigning discretionary taxing policies to ABC 
agencies might provide a major primary prevention tool. To embark on such an 
approach without first thoroughly exploring the validity of the theory, and 
the possible by-products of such a taxing policy, would be premature and even 
foolhardy. But the exploration of the theory for its predictive capabilities 
and as a primary prevention tool deserves serious consideration. On the sur- 
face at least it appears that enforcement of regulatory provisions and an 
industry ^centered concept of stability have become ends for many if not most 
ABC agencies and this tendency is strengthened by the failure of most State 
legislatures to re-examine the mandates they have given ABC authorities. 
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A Coorrlinatod Appro ich to Regulation 



Merely provicUna a stohlo industry is not a sufficient croal if alcohol 
problems havr continuoU to exist # and^in many instances have grown, even 
though stability in one fashion or anothr*r has been achieved. An innovativt^ 
approach to alcohol control would suggent a number of altf*rnatlve activities 
and poUcir«; calr^ulatcd to influence at least some of the alcohol problt.*ms# 
especially drunkenness. Within the parameters of their own operations, many 
ABC an<^ncic8 have the means to detect licensees who serve apparently intnxi** 
cated customers. A concerted effort in this ar^^a could conceivably have an 
impact on the frequency with which licensees violated this prohibition. In 
addition, sanctions are seldom levied against bartenders who serve inebriated 
customers; the sanctions are against the licensee. The bartender is free to 
move from one licensed establishment to another without fear of being prohibited 
from working in a licensed establiahmcnt. A logical extension of the license 
privilege theory could be applied to the bartender as well. Yet the goal 
should not be the mere detection and punishment of violations, but an impact 
on a social problem. 

What is needed, and possible, is an evaluation of the policies of ABC 
agencies in terms other than the incremental defense of existing policies. 
The myths about alcohni control are such that a coordinated, effect ive, socials- 
problem oriented approach must include an in*-depth specific analysis of the 
relationship between existing controls and alcohol problems. This requires, 
at least at the prectent time, the institution of the **root method,** as opposed 
to the existing **branch method,** of policy making. A first step might well in- 
clude a broader range of cooperation with other governmental and nongovevnniental 
agencies. 

It is important that avenues for communication and coordination be opened 
between ABC agencies and other agencies of government that are in some way 
involved in dealing with problems related to the sale and consumption of 
beverage alcohol. In most States at present there is little or no cooperation 
on programs between the State ABC authority and other governmental organiza-* 
tions, especially in connection with drinking problems and alcoholism. The 
little cooperation that does exist is between the ABC agencies and other law* 
enforcement agencies on violations of control laws and regulations. 

There is a need for ABC agencies regionally and nationally to begin 
to cooperate in formulating strategies that can be evaluated for their effec** 
tiveness on direct alcohol problems such as drunkenness, alcohol'-related crimes 
of violence, and drinking-^and-driving. Enforcement of restrictions against 
serving apparently intoxicated persons is an essential area where agreement 
and cooperation arc necessary. 

A multi-agency program against the drinking-drivina problem, for example ^ 
would involve the ABC authority in a cooperative effort to determine where 
accidents occur (including pedestrian accidents), at what hours^ and under 
what conditions. It would also be important to determine v^hich people involved 
in an accident had been consuming beverage alcohol and where the drinking took 
place. A determination that a high percentage of those involved in drinking* 
driving accidents had done their drinking in on-premise establishments would 
provide a justification to supervise licensees more closely on sales to ap** 
parently intoxicated persons. Accident*- location statistics would provide 
target areas for a coordinated program by the ABC agency, local authorities, 
and the State department of motor vehicles. If a rehabilitation program 
for offending drivers should appear to be necessary, then the Department of 
Health and other related departments and agencies could be involved. 

It would be unrealistic to assume that ABC agencies could promote such a 
program without the support of other agencies. At the same time it «iould be 
necessary for governors and possibly the legislatures to sanction and support 
a cooperative effort that would lead the alcohol control authorities to in- 
tensify enforcement activities against offending licensees. Political or 
interest -group reaction to a concerted program by ABC agencies that encom-> 
passed a significant increase in license suspensions could not only have a 
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dotrircntal effect on the programs but would weaken the position of the agen- 
cies as regulatory bcxJies. To preclude such an eventuality, any now and broader 
activities that ADC authorities undertake with other agencies would require 
the active support of the State government. 

Active involvement in alcohol«related problem solution does not necessarily 
require that the structures of ADC agencies be changed. The basic structures 
of the organisations are not faulty, but their isolation and tradition^-bound 
approach to control have resulted in a lack of innovation. Nationwide, with 
few exceptions, there appears to be little involvement of alcohol control 
officials with outside agencies on alcohol problems. It should be made clear, 
though, that the ABC boards are not wholly responsible for their isolation from 
other alcohol-related programs. Generally, little interest has been shown by 
other agencies in inclurling alcohol-control officials in planning^ conferences, 
or programs aimed at problems of alcohol misuse. The rationale apparently 
is that the control officials and their organizations have nothing to contri- 
bute. The scope o£ the alcoh^M problems now being tackled by a multitude of 
governmental and nongovernmental agencies suggests that those agencies that 
control the distribution system and police the industry should be asked to 
participate fully in formulating programs to help solve and to help prevent 
the present problems. Without innovation most ABC boards will continue to 
survive, but they will remain isolated and in many ways their activities will 
be unrelated to the world outside the doors of the bar and package store. 

The material presented in the preceding section's about public attitudes, 
education, and regulation and customs of alcohol use is i^tended to stimulate 
thinking about these issues. Helpful, innovative approaches to these problems 
may come from a wide variety of sources. The NIAAA feels that it is essential 
to promote rational debate about these ideas in order to formulate public 
policy that is open to scrutiny by the public it is meant to serve. 



Standards of Responsible Drinking-Ralated Behavior 



In order to set in motion a proposed public discussion about standards of 
responsible drinkinq-related behavior, a few plausible starting points are 
offered here for Americans to consider. 

Sons Sug^sted Guidelines for Responsible Use of Aloc^ol 

— Hake sure that the use of alcohol improves social relationships, rather 
than impairing or destroying them. 

Make sure the use of aloohol is an adjunct to an activity rather than 
being the primary focus of action. 

Make sure alcohol is used carefully in connection with other drugs« 

— Make sure human dignity is served by the use of alcohol. 

Warning Signs 

There are clear indications of irresponsible drinking. Within that category 
there is a distinction between those who drink irresponsibly at times and those 
who have a drinking problem, but both kinds are social problems. The first are 
a danger to themselves and others when drinking; the latter are in serious 
trouble a good part of the time. 

Any one or more of the following signs may indicate a drinking problem: 

— Gulping drinks for the effect that rapid drinking produces. 

— Starting the day with a drink. 

Drinking alone, from a desire to escape reality or boredom 
or loneliness. 

— Alcohol-taking behavior criticized by an employer, spouse, or others, 
and absenteeism or in^aired jdt> performance because of drinking. 



— Rationalizing in regard to drinking behavior, characterized by such 
comments as **X just need one more to relax, ^ or ''How about one for 
the road?- 

Marked personality and behavioral change after taking one or 
more drinks • 

— Frequent overdosing with alcohol, or drunkenness. 

— Experiencinq "•blackouts" — alcohol* induced amnf!»ia» 

The psychological intact of hangovers to relieve discomfort and, 
thereby, perpetuate a vicious cycle: the more one drinks, the 
worse he feels, and the more one drinks • 

— Requiring medical or hospital attention or having frequent minor 
accidents or physical conqplaints, as a result of alcohol taking^ 

Encouraging Responsibility in Others 

There are some actions one can take to encourage responsible drinking by 
others. For exan^le: 

— Respect the person who chooses to take alcohol in moderation or who 
abstains; do not be insistent about ••ref reshing** or refilling^ and 
keep down the amount of alcohol he drinks. 

— Provide food with alcohol at all times, especially proteins such as 
dairy products, fish, and meats. 

— Provide transportaticm or overnight accon^dations for those unable to 
Hrive safely, recognizing that the host is just as responsible for 
preventing drunken driving as his guests. 

Responsible drinking results from a coinbination of many factors, none of 
which is essential or sufficient by itself and all of which vary in importance 
from one individual to another. 

But whatever the particular combination of inf luences-<-f rom self, family, 
associates or society«responsible drinking is the use of alcohol in ways which 
harm neither the individual nor society. Responsible drinking practices can 
prevent alcoholism in many people even if the reasons for drinking differ from 
person to person. For others, standards of common usage can serve to identify 
alcohol problems early. 

The responsible use of alcohol is not the answer to all alcohol problems, 
nor is it meant to be so. However, if we were consistent in how we viewed 
behavior, we certainly could spot alcohol problems much earlier. Much of the 
causation of alcoholism remains unknown. There will always be persons who are 
unable, for various reasons, to sustain safe drinking practices regardless of 
how intense social and other pressures may be upon them. In such cases, 
abstinence is necessary in order for these individuals to protect their health 
and well being. Most alcoholic people are clearly included in this group, in 
addition to many whose alcoholism is as yet undetected. Nevertheless, the 
approach through responsible drinking practices is intended to aid the majority 
of people, both those who drink alcohol and those who choose not to drink, by 
reducing the incidence of problem drinking in the population as a whole* 
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APPLNDIX 



PREVENTION OF ALCOHOLISM IN THn UNITED STATES 
UTILIZING CULTURAL AND EDUCATIONAL FORCES 



Moms £. Chafetz 



Only three-and-a-half years have passed since the nation formally recognxzed 
alcoholism as a public health problem. Yet, since that last day in 1970 when 
President Nixon siqned legislation mandating the creation of the National 
institute on Alcohol Abuse and Alcoholism (NIAAA) » a growing awareness has spread 
through the land of both the urgency and feasibility of mounting programs for 
the treatment and control of this disease. It is a medical truism, however, 
that almost no condition has ever been eradicated only by treating its casualties, 
unfortunately, the field of alcoholism has long been mired m attempts to treat 
only the late-stage victims of the disease. Too little attention has been paid 
to identifying and treating persons exhibiting the first signs o£ developing 
alcoholism, and virtually no efforts have been designed to circumvent the onset 
of the disorder. Beyond this sorry state of affairs lies the effect of what i 
call the "contagion" factor in the production of alcohol misuse and alcoholism: 
the spread of irresponsible, unhealthy drinking behavior in the developing and 

learning young. j « 

Studies do not indicate that our youth are m more massive danger of devel- 
oping alcohol problems than their elders, nor that the clarion calls of. the 
doom-seekers must be issued against the youth of today. My impression is that 
the vast majority of the present young generation will burgeon into responsible 

adulthood^^^ can deny that we live xn tense, anxious, frightening times! New 
conflicts arise before the old are resolved. Alcohol use, if not properly 
faced, may well lead to problems of increased magnitude. At IjlAAA, our 
philosophy is that alcoholism, like many other illnesses, lends itself to many 
types of preventive measures. Techniques of secondary and tertiary prevention 
are discussed elsewhere. Therefore, in this paper I would like to explore my 
personal convictions about primary methods of preventxng alcohol ism-part icularly 
those that will reduce the possibility of persons using alcohol to solve thexr 

A** recent' report of a special Task Force of experts convened by NIAAA points 
out that the alcoholic condition is probably the product of many factors; 
genetic, biological, social, and psychological, each interactxng in different 
ways in different individuals. It is my view that when an ill of wan results 
from multiple causes, it is not sensible to seek a "magic bullet aPP'oach. 
Rather, the approach to prevention of the illness should delxneate its multiple 
causes and *:hen attempt to minimize their destructive effects. 

My major contention is that society has paid insufficient attention to an 
obvious fact: Certain cultures use alcoholic beverages and are little troubled 
with alcohol problems, while others suffer major alcoholic disturbances as a 
consequence of their drinking. Since all societies and cultures have Pfobleros, 
many groups have obviously developed ways of coping wxth the pains of life in a 
nonalcoholic manner and, presumably, in ways that have less destructive personal 
and social consequences. 

Revised from an article in Preventive Medicine, Vol. 3, pp. 5-10, 1974 
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BEST COPY fiVAHAWf: 



What T um suqcicRtinq Is that the lossoninq of the American use of alcohol 
in probiem-solvinn* whether the problem be social, emotional, or physical, will 
not removo th«^ unaorlymq causes but, hopefully, will shift the means of ox- 
prcssion and solution to a less socially destructive area. 

The universal popularity of alcohol lies in its ability to produce feelings 
of pleasure, and relief from fears and tensions, for most people in most 
cultures through most of the centuries. However, like many other Western 
cultures, our society is conflicted about the gratifying properties of this 
ubiquitous beverage; thus, we are confused as to what definiticm of responsible 
drinking versus unhealthy drinking we should hold true for ourselves and for 
others, and what wc should transmit to our children. For too long, people in 
our society have been confused and guilty, wonderinvi whether their use of 
alcohol was healthy or unhealthy. 

We must keep in mind that the definition of an ^ ^ althy state is socially 
determined, and that the proposition that disease e>.ib^. will vary from culture 
to culture and from era to era. However, now that this Nation has recognized 
by Conqrcssional action, as well as by a growing number of State laws, that 
alcoholism is a disease, experts in alcohol have an unparalleled opportunity 
to provide realistic guidelines for such determinations. Within a consensual 
frame of reference, the individual whose use of alcohol is beyond the societally 
defined Units, in a conplex industrialised society such as ours, can recognize 
the signs of his disturbance, or have his illness recognized' by those in his 
Immediate environment. 

Prime among the concerns of our society is that of alcohol excess. Indeed, 
the concern of society with most kinds of excess is an ancient one. Rules and 
regulations have been heaped one upon the other in an effort to protect man 
from himself «-f rem his desires, his impulses, his excesses. In prohibition 
eras, any use of alcohol is excess; excess in Russia is different from excess 
in the United States. To a teetotaler, one drqp of whisky is an excess; to 
someone in the field of advertising, where alcohol is part and parcel of the 
business ritual, a single martini is just a tease. 

What are some of the symptoms of alcohol excess and, consequently, of an 
alcohol problem in the United States? 

» Anyone who by his own personal definition or by the definition of 
his immediate society (his family) has been intoxicated four times 
in a year has an alcohol problem. 

— Anyone who goes to work intoxicated has an alcohol problem. 
Anyone who must drink in order to get to and perform his work has 
an alcohol problem. 

Anyone who is intoxicated and drives a car has an alcohol problem. 

— Anyone who sustains bodily injury requiring medical attention as a 
consequence of an intoxicated state has an alcohol problem. 

— Anyone who comes into conflict with the law as a consequence of an 
intoxicated state has an alcohol problem. 

— Anyone who, under the influence of alcohol, does sonethinq he contends 
he would never do without alcohol has an alcohol problem. 

— For people with alcohol problems, treatment is obviously necessary 
and remains the highest priority. 

Bearing In mind some of these points, what measures can we take to reduce 
the incidence of alcohol problems in our society? We have tried Prohibition, 
and it failed. We have tried canpaigns of slogans, and they failed. We have 
tried educational programs based on fear, and they have failed. Therefore, I 
suggest we learn from other experiences and cultures. 

We know, for cxair^le, that among cultures which use alcoholic beverages 
but are little troubled by alcohol problems the general tendency is for alcohol 
to be sipped slowly, consumed with food, and partaken of in the con^any of 
others in relaxed, comfortable surroundings. Drinking is taken for granted, 
and given no special significance, and no positive value is in^utcd to prowesa 
in amounts consumed. Moreover, intoxication is abhorred. 
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Hony Americans, however, drink liquor as they live life— rapidly and under 
tense circumstances. At those two indiqcnous American institutions— *the 
cocktail party and the commuter bar— ^drinking is usually done standing, the 
alcoholic boveraqe is qulped rapidly with the barest minimum of food, and the 
general aim is to reach the desired end point of **beinq hlgh.^ Even more 
significant is the fact that this pattern is condoned; in the United states, 
it is frequently all right to drink just for the purpose of getting drunk. 

In this age of psychiatric sophistication, Americans conveniently forget 
cKat a state of drunkenness is a state of illness. Paradoxically, a dose of 
alcohol can be used as a form of self**medication. 

From tine to time, for example, we are called to perform an activity we 
wish to but cannot. Our conscious de9ire to perform is overwhelmed and in-» 
capacitated by unconscious restrictions. For many of these blocked responses 
liquor is an easy releaser; the hounding inhibitions melt quickly before its 
chemical presence. The actor may bring himself to the otherwise terrifying 
center stage; the lecturer can speak; the author can write; and the sexually 
frigid can respond. This group of liquor drinkers is growing because it seems 
that the demands of increasingly complex situations require alcohol to ease 
the way. Unfortunately, alcohol^s alliance is fickle, and increased amounts 
may lead to states of intoxication and responses not appropriate for the 
circumstances » In an increasingly con^lex society, the danger of alcohol 
fulfilling a tranquilizing role must be guarded against. 

Another common experience is to find people who use liquor to lift 
depression, to dull the inner pain, and dispel the sense of ugliness within 
them. Some find that liquor provides what they seek, and become fearful of 
diving up the bottle for fear that the pain will return. On the other hand, 
some patients find that alcohol actually deepens their depression. They 
respond to the deepened depression by imbibing more and more of the liquor, 
hoping to achieve the relief they seek. 

Another kind of liquor user is the person who employs alcohol to blur his 
perceptions. When such an individual becomes aware that some socially for* 
bidden impulses are coming too close to the surface, he may use alcohol heavily. 
In this circumstance, the alcohol may obliterate the discomforting feelings, or 
it may dissolve inhibitions to the point where he permits himself to act on 
his instincts. 

One common type of liquor drinker is the individual who uses alcohol to 
sustain a psychological system of defenses. Here, the "blackoat** phenomenon 
is usual. In other words, repressed unconscious desires bec<Miie a reality when 
he is intoxicated, but he has no recollection when sober of what has transpired. 
People with a sober characterological attitude of complete kindi.es8, non- 
existent hostility, and abject passivity will, with liquor, become brutal, 
hostile, and aggressive. Once the effects of the liquor are gone, however, 
they undergo what appears to be a form of selective amnesia, as they express 
incrcdulousness at descriptions of their behavior while intoxicated. 

Liquor for a certain segment of the population has one goal worth drinking 
for: oblivion. The inhabitants of this unhiqppy drinking state down their drinks 
in a state of bliss. To them, reality is terror, and a dream state of narcosis 
is the only way to continue. 

Another liquor drinker is the individual who is more tolerable to his 
social unit when he Is intoxicated than when he is sober. This syndrome is 
seen most often in configurations where nonalcoholic, extremely dominating 
mates or parents exist. One the cme hand, the nmalcoholic mates or parents 
appear to suffer gi?atly as a consequence of the alcoholic state of the other. 
If treatment or extraneous events result in sobriety, however, the healthy 
members become proportionately more disturbed as the alcoholic member becomes 
loss dependent on alcohol. What becomes clear is that the pathological drinking 
behavior of the alcoholic person was a cover-up for the disturbances in another. 
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Leas obvious is that subgroup of individuals who, although heavily under 
the Influence of liquor, do not seem so to the casual observer. This type of 
individual can carry on 'highly conqplicated business and social activities and 
seems to be none the worse for his drinking. Only when a fall In his blood 
Alroltol level occurs, do<»8 ho suddenly return to his original state of aware- 
ness. This person, whnn he req.nlns his nondrinkinq self, has no tnkltng of 
people, places, or ovrnto that havo transpired for hours, dayi, or w#»«ks. Th«n^ 
not only is he stunned by suddon situations, but innocent sharers of that 
"other" personality are confronted with a new individual In an old body. 

The clinical syndron* of liquor drinkers I shall consider last is the one 
I feci contributes much to unhealthy alcohol use ar.d may give us some clues to 
preventive measures: the cocktail party. At least in America (and I suspect 
it is spreading to other nations as well), the cocktail party epitomizes the 
• essence of unhealthy drinking practice, unfavorable responses to liquor, and 
unrelating social behavior. The cocktail party is supreme in emphasizing man's 
emotional isolation from mani his isolation from what he does, thinks, and 
feels. Peoole are brought together — many of them unknown to one another — to 
drink, to talk, to be gay. The drinking is done under circumstances that 
nnqender little of the pleasurable responses of rrjlaatation and socialization 
that alcohol can provide. 

The talk of the cocktail party emphasizes this. People do not listen; 
they do not care. All of us ore familiar with the habitue of the cocktail 
party who, while pouring liquor into himself, pours into our ears the intimate 
details of his life he would never utter to a close friend. The reason for 
this is fairly obvious — we do not matter; we probably do not care. It is 
simpler to share intiir.ate details of one's life with an individual with whom 
wo are not emotionally involved than with those with whom we wish to continue 
our involvement. Words spoken at cocktail parties are often spoken to oneself 
rather than to another becanse excessive drinking creates a pharmacological 
barrier tc emotional and social communication. Some people even think their 
heavy alcohol use encourages communication. But drinking that points in the 
direction of isolation, even in the midst of a crowd of persons, produces a 
liquor syndrome for perpetu«»tin9 and intensifying alcohol problems. 

If we are to irakc any headway in reducing these unhealthy ways in which 
alcohol is used psychologically and socially, we must come up with bold ideas 
that face the problem directly. 

We know that the variety of influences that can mediate the imbibing of a 
definite amount of alcohol is innumerable. The psychological, physical, and 
social factors that deterrinc our response to a given quantity of alcohol are 
not consistent from individual to individual, nor within the same person at 
separate times. Since r-asponses to alcohol are unpredictable, it is easy to 
see why drinkers who use alcohol to achieve a delicate balance between feeling 
good and feeling sick often cross the border and suffer complications, and 
why the hairline or end-point difference between responsible drinking and un- 
healthy drinking is a touch target to hit. 

Thft time has come for a redirection and reemphasis toward prevention of 
alcohol abuse and alcoholism and the development of healthy drinking patterns 
that Is based on certain assumptions: 

— Alcohol as a social Instrument Is available and la used by many 
large populations, and efforts to romove It have failed. 

— In many cultures that experience minimal alcohol problems, alcohol 
Is used early and often. 

— Studies of drinking cultures without significant alcohol problems, 
combined v;lth an understanding of the pharmacological action of 
alcohol. Indicate that there are ways of drinking that do not 
result In alcohol problems. 
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— Alcohol neo'i not be used as a means of self-medication in physical, 
emotional, and social disturbances. 

The social acceptance of intoxication iniplicitly or explicitly as a 
part of drinking behavior usually contributes to a hiqh incidence of 
alcoholism. - , • 

On the basis of these assun?>tions , I believe that a practiced drinker with 
healthy attitudes toward alcohol will have a lower incidence of undesirable 
effects from alcohol than the unpracticed drinker with guilt and conflict about 

drinking. , ^ ^ ,. ^ 

Under ideal circumstances, children should learn healthy attituoes about 
drink in the familiar surroundings of their homes. And, indeed, when social 
units were small and information input was limited, social responsibilities 
such as these were centered in the family. Today, the dissolution of close. 
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provide social responsibility in all areas. In addition, many parents are too 
confused and guilty about their own drinking practices to transmit anythina 
to their children beyond their own ambivalence. 

I believe, therefore, that our educational institutions should provide 
theoretical information about alcohol and its use. This didactic material 
should be provided in the hygiene curricula of schools, with emphasis on the 
benefits, as well as the deficits, of alcohol. It should shtpt how different 
the response will be when drink is consumed with food and while sitting in a 
relaxed atmosphere, in contrast to drinking without food and in tense circum- 
stances; how the use of alcohol imparts meaningful experience when partaken of 
with another, while a drink alone is as uncommunicative as talking to oneself; 
and h ow intoxication is sickness and not strength . 

Perhaps we ought to ^ace some iacial The use of alcohol in our society is 
here to stay. Some cultures use it and have little of the aggravation and much 
of the benefit. Positive educational experiences can be beneficial in reducina 
but not eliminating problems. 

By providing educational information within a didactic setting, ana by 
integrating drinking experience with family use, immunization against unhealthy, 
irresponsible drinking behavior can be provided as a bulwark against alcoholism. 
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